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Abstract 
Many clinicians in the alcohol and other drugs field believe that childhood 
sexual abuse (CSA) causes alcohol abuse in women. However, this 
relationship has not been demonstrated. A case control study of a 
community sample of women was undertaken to explore the relationship 
between a history of CSA and alcohol abuse. 
This is the first Australian epidemiological data on the prevalence of 
reported CSA in a community sample of Australian women and the first 
study of alcohol use, alcohol problems and alcohol dependence in a general 
population sample of Australian women using a standardised screening 
instrument. 
An initial screening questionnaire designed to measure alcohol problems 
was sent to 6,000 women randomly selected from the Australian electoral 
rolls. Sixty-six percent of women responded to the questionnaire providing a 
demographically representative sample of the Australian population of 
women. The majority of women (87%) had drunk alcohol at some time in 
their lives, while 82 per cent had consumed alcohol within the past 12 
months. According to the Alcohol Use Disorders Identification Test (AUDIT) 
definitions, of those who currently drink, 34 per cent were classified as 
hazardous drinkers, 4 per cent as harmful drinkers and 1 per cent as 
dependent. 
From the completed questionnaires, cases (women who abuse alcohol, 
n=210) and controls (women who do not abuse alcohol, n=3990) were 
identified. All cases and a random sample of controls (n=1094) were sent a 
second questionnaire designed to measure the exposure variable, CSA. A 
response rate of 65 per cent was achieved with no difference in response rates 
between cases and controls. Twenty per cent of respondents reported a 
history of CSA involving at least genital contact. 
Twenty six per cent of reported CSA cases involved attempted or actual 
intercourse. All were coercive and 7 per cent involved overt physical 
violence. Only 10 per cent of these assaults were ever reported to authorities. 
Cases and controls were compared to obtain a ratio of the odds of alcohol 
abuse in women who had experienced CSA relative to unexposed women. 
The relationship between a history of CSA and alcohol abuse was not simple 
but reflected a complex interaction between CSA and a range of other factors 
in a woman's background. CSA was not by itself a significant predictor of 
alcohol abuse (OR=0.60; 95% Cl=0.30-1.19). However, a history of CSA in 
combination with other factors in a woman's life did increase the risk of 
alcohol abuse. The co-factors include having a mother who was considered 
to be cold and uncaring, having an alcoholic partner, and believing that 
alcohol is a sexual disinhibitor. 
These findings have important therapeutic implications for the treatment of 
alcohol abuse in women. The prevalence of unreported CSA is a matter of 
broad community concern. 
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Chapter 1 Introduction 
1.1 Origins and background 
My interest in the relationship between childhood sexual abuse (CSA) and 
alcohol problems in women began while I was working as a counsellor for 
women with alcohol and other drug problems. I was struck by the number of 
women attending treatment for alcohol problems who reported a history of 
CSA. It seemed that these women were using alcohol as a coping 
mechanism, a form of self-medication against their painful memories. I 
began discussing with other counsellors whether a history of CSA was related 
to alcohol abuse and soon found that this was a widely held belief. However, 
little research has been done examining this relationship. Furthermore, drug 
and alcohol counsellors are not trained in recognising and treating sexual 
abuse. 
I felt it was necessary to understand whether the apparent relationship 
between CSA and alcohol abuse affected women's treatment and recovery 
from alcohol abuse. Alcohol abuse can increase the risk of illnesses, mental 
health problems, accidents, and a range of social problems (Midanik and 
Room 1992). 
If CSA contributes to women's alcohol abuse, then by ignoring this 
relationship treatment programs may not be providing an adequate response 
to the problem with consequent treatment failure or relapse. 
Research into alcohol use, and in particular, women's drinking, was 
relatively rare prior to the 1970s. The impact of this may be reflected in the 
lack of effective treatment programs and in the reluctance of women with 
alcohol problems to attend treatment centres (Copeland and Hall 1992) . 
Information about the causes of women's alcohol dependency is lacking yet 
such information may be vital for successful treatment. The postulated link 
with CSA has been inadequately researched (Pearce and Lovejoy 1995); 
(Young 1990); (Kovach 1986). If the link is real, there would be obvious 
therapeutic implications (Hagan, Finnegan et al. 1994). 
What is known about the relationship between CSA and alcohol abuse 
comes primarily from research conducted on women in treatment centres. 
Estimates for women attending drug and alcohol treatment centres who 
1 
report a history of sexual abuse in childhood range from 25 to 84 per cent 
(Meiselman 1979); (Herman, Russell et al. 1986); (Cohen and Densen-Gerber 
1982); (Benward and Densen-Gerber 1975). This compares with 10 to 15 per 
cent of women in the general community who have reported, in overseas 
prevalence studies, sexual abuse involving at least genital contact (Wyatt 
1985); (Russell 1983); (Bagley and Ramsay 1986); (Mullen, Romans-Clarkson 
et al. 1988). That the prevalence of CSA is higher in women in treatment 
populations than in the general community has suggested an association 
between CSA and alcohol abuse. 
The published studies of treatment populations suffer from a number of 
methodological problems making such an interpretation possibly 
misleading. The problems include: small sample sizes; inadequate 
definitions of sexual abuse and/ or alcohol abuse; lack of control groups; and 
use of bivariate analyses which do not control for the effects of confounding 
variables. These studies are also limited in that they are confined to women 
who present to treatment centres. The limited data available from studies on 
community populations have provided conflicting evidence and most 
studies have not considered the effect of confounding variables in the design 
and analysis of the study. 
It is known that the family background influences the risk of sexual abuse 
occurring and plays a major role in determining the nature of any long term 
problems. The finding that CSA victims tend to have a disadvantaged 
background means that long term effects may be explained by the background 
factors predisposing to CSA and not the sexual abuse itself (Fromuth 1986); 
(Mullen 1993). Consideration of potential confounding 1 and effect 
modifying 2 variables is essential as there are a number of possible 
explanations for an association between CSA and alcohol abuse if it exists. 
Childhood sexual abuse may be a risk factor for the development of alcohol 
abuse in women, it may be a marker for other confounding factors which are 
causally related, or it may be an effect modifier which makes a woman more 
vulnerable to the abuse of alcohol. Alternatively, the history of being 
sexually abused may offer an acceptable and culturally approved story to 
explain to these women their own unhappiness and alcohol abuse. 
I.A confounder ... is an extraneous variable that satisfies both of two conditions (1) it is a risk factor for 
the study disease; and (2) it is associated with the study exposure but is not a consequence of exposure' 
(Schlesselman 1982, p.59) . 
2
Effect modification is' ... when the association between the exposure and disease under study varies by 
levels of a third factor ' (Hennekens & Buring, 1987, p.310). 
2 
Two unanswered questions are central to my enquiry. They are: 
• 'To what extent is CSA related to the existence of alcohol problems 1n 
women?'; and 
• 'Does CSA represent a causative factor in women's drinking or is it one of 
a series of problems arising from a dysfunctional family background 
which contributes to alcohol abuse?' 
A case control design has not previously been used in any research 
examining this relationship. I have chosen it because it offered the 
possibility of answering both of these questions. 
1.2 Aim 
The aim of this research was to examine the relationship between CSA and 
alcohol abuse in Australian women. The specific research questions were: 
1. Is a history of CSA significantly greater in women who abuse alcohol? 
2. What is the relationship between CSA and alcohol abuse when 
confounding and effect modifying variables are taken into account? 
The development of the case control design also provided an opportunity to 
collect data on the prevalence of alcohol abuse and CSA in a large 
community sample of women. Consequently, the following two subsidiary 
questions were examined: 
3. What is the prevalence of alcohol abuse amongst Australian 
women? 
4. What is the prevalence of CSA amongst Australian women? 
3 
1.3 Approach 
I have approached the relationship between CSA and alcohol abuse from an 
epidemiological perspective. The usual approach in epidemiology is to begin 
with a disease and search for its causes3. A case control design is a standard 
epidemiological approach for examining the causes of disease particularly 
when it is impractical to use a prospective cohort design 4 . A case control 
design is a type of analytic epidemiological design in which subjects are 
selected on the basis of whether or not they have the particular disease under 
investigation. A case control study also asks the question, "What are the 
factors which caused this disease?". This is done by comparing the 
prevalence of CSA (the exposure variable) in women with alcohol abuse 
(cases) and those without alcohol abuse (controls). One of the advantages of 
the case control design is that a relatively small number of cases are required 
in order to show an association5 as long as the prevalence of the disease being 
examined is relatively rare (Hennekens and Buring 1987) . Case control 
studies also allow for the examination of a range of possible causal factors as 
well as the interrelationship between them. This is important in this study 
as family background variables may be crucial to the hypothesised 
relationship between CSA and alcohol abuse. There are however, 
disadvantages with this approach. In particular, the design is highly 
vulnerable to bias which must be carefully considered in the design of the 
study (see Chapters 3 and 8). In addition, for this study there were costs 
associated with identifying a representative group from a relatively small 
proportion of women who have alcohol problems in the general population. 
With these caveats, a case control approach provided the opportunity to 
examine for an association and assess for confounders and interacting 
variables. 
The study has provided a number of new insights. Firstly, it has generated 
new information about the nature of the relationship between CSA and 
3
The main objective of epidemiological studies is to determine whether or not an association between 
exposure and disease is causal. While it is acknowledged that the determination of 'cause ' is not 
straightforward nor simple, but requires a 1·udgement based on a number of criteria, one aim of the current 
study is to assess the likelihood that any re ationship which may be found between CSA and alcohol abuse 
is causal. 
4
A cohort design allows a cause and effect relationship to be proved or disproved. However, this is 
impractical because it would require following a group of chi1dren who have experienced CSA and a 
control group for more than 20 years to determine if there were significant differences in alcohol abuse 
between the two groups. 
5 Association is defined for the purposes of this study as "the statistical dependence between two variables, 
that is, the degree to which the rate of disease in persons with a specific exposure is either higher or lower 
than the rate of disease among those without that exposure" (Hennekens & Buring, 1987, p.20). 
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alcohol abuse in a community sample of Australian women (Chapter 7); 
Secondly, it has provided for the first time in Australia, epidemiological data 
on the prevalence of CSA in a community sample of Australian women 
(Chapter 6); and thirdly, it has provided the first study of alcohol use, alcohol 
problems and alcohol dependence in a general population sample of 
Australian women using a standardised screening instrument (Chapter 5). 
Thus, there are implications for policy and for treatment programs both for 
alcohol abuse and CSA. 
1.4 Outline 
The thesis is organised as follows. Chapter Two reviews the literature on 
women's drinking, CSA and the relationship between them. Chapter 3 
presents the methodological details of the study. Chapter Four presents the 
response rates for the two surveys, a profile of the demographic 
characteristics of the participants and investigates response bias by comparing 
the characteristics of survey participants with non participants. Chapter Four 
concludes with a discussion of why the survey findings can be generalised. 
Chapter Five presents the findings of the epidemiology of alcohol use 1n 
Australian women and an analysis of the demographic risk factors for heavy 
drinking in women. Chapter Six examines the epidemiology of CSA in 
Australian women. A demographic comparison of women reporting CSA 
with women not reporting CSA is presented along with a description of the 
types of abuse experiences reported, characteristics of the perpetrators of CSA, 
and the reported immediate and long-term effects of CSA. Chapter Seven 
presents the case control analyses examining the relationship between CSA 
and alcohol abuse. A multivariate analysis is conducted in order to develop 
a model which best describes the relationship between CSA and alcohol 
abuse in women. The robustness of the model is assessed through 
'goodness-of-fit' tests and a series of diagnostics. The implications of the 
findings are discussed. Chapter Eight discusses the potential biases inherent 
in the study and the implications for interpreting the results of the study. In 
Chapter Nine, a brief summary of the findings is presented. The meaning of 
the findings particularly in terms of the treatment implications are 
examined. Priorities for future research are also discussed. 
Appendix A presents an analysis of duration of disease (alcohol abuse) 1n 
women who have experienced CSA and those who have not. This analysis 
5 
1s necessary 1n order to meet the underlying assumptions of logistic 
regression (Chapter Seven). Appendix B presents scale reliabilities 
(Cronbach's alpha) for a number of different measures used in questionnaire 
2 as discussed in Chapters Six and Seven. Appendix C contains copies of all 
questionnaires and letters sent to women. A number of papers arising from 
the study have been submitted to peer reviewed journals. These are: 'The 
Epidemiology of Alcohol Abuse in Australian Women' (Addiction, 1996); 
'The Prevalence of Childhood Sexual Abuse in Australian Women' (The 
Medical Journal of Australia, 1997); 'A Study of Potential Risk Factors for 
Sexual Abuse in Childhood' (International Journal on Child Abuse and 
Neglect, 1997). Two further papers, 'The Long-Term Effects of Childhood 
Sexual Abuse', and the 'Relationship Between a History of CSA and Alcohol 
Abuse in Women' are in preparation. 
6 
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Chapter 2 Literature Review 
2.1 The prevalence of alcohol abuse in Australian women 
In 1991, Australia had the second highest per capita consumption of absolute 
alcohol of any English speaking country. In 1992, it was estimated that 6,500 
people died in Australia from the effects of alcohol, and in 1988 the economic 
costs estimated to be associated with alcohol abuse were greater than $6 
billion (Department of Human Services and Health 1994). Clearly, from a 
health perspective, the study of alcohol and its impact on the physical and 
social health of individuals is important. 
Women are particularly vulnerable to the adverse health consequences of 
alcohol, with alcohol dependent women experiencing higher mortality than 
alcohol dependent men (Hill 1993). Women are particularly susceptible to 
alcohol related liver disease, menstrual disturbances and impaired fertility 
(Wilsnack 1994). A relationship has also been found between alcohol use 
and mental health problems commonly experienced by women, such as 
depression, eating disorders, and low self-esteem (Copeland 1994). 
A number of writers have summarised what is known about the prevalence 
and consumption of alcohol by women, primarily in the United States of 
America (see Wilsnack 1995; Wilsnack and Wilsnack 1993; Forth-Finegan 
1991; Beckman 1976). The information from the United States will not be 
reviewed further, instead the focus will be on what we know of the 
prevalence of women's drinking in Australia. 
A number of Australian surveys have been conducted over the last two 
decades. Table 2.1 below outlines the major community studies conducted 
on women's drinking and the methodologies employed. Only three of the 
five studies were nationally representative. These studies indicate a range in 
the percentage of women drinking at hazardous or harmful levels6 from 5 
per cent (Risk Factor Prevalence Study. Survey No.3 1990) to 21 per cent 
(NCADA 1993). The differences in prevalence rates may reflect different 
methodologies in the samples. For example, the 1989 /90 National Health 
Survey (ABS 1994) reported the lowest percentage of women drinking 
6 
National Health and Medical Research Council (NH & MRC) defines safe drinking as less than 2 drinks 
per day (20 grams of alcohol), hazardous as more than 2 drinks per day but less than 4 drinks (40 grams of 
alcohol) and harmful as more than 4 drinks per day (Pols and Hawks 1992). 
7 
~ 
alcohol, yet achieved the highest response rate. However, this survey only 
asked about drinking in the week prior to the interview, which may not 
accurately reflect usual drinking patterns and this may account for the 
relatively low percentage of women drinking. The other two national 
surveys each reported a higher percentage of women currently drinking 
alcohol, but, both had relatively low response rates. Caution is therefore 
needed in generalising the findings of these studies. An estimate of the 
prevalence of alcohol abuse in Australian women was needed to estimate the 
sample size required to identify cases for the purpose of this study. Given the 
range of rates reported, and the inconsistencies in the measures used, the 
most conservative estimate of alcohol abuse (5%) was used (see Chapter 3, 
Section 3.4 for details). 
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Table 2.1: Prevalence of alcohol consumption amongst women - major community surveys, Australia 
Author 
Banwell et al 1996 
Sample 
size 
525 
Response Sample 
rate 
74% Melbourne Suburb 
1989 /90 National Health Survey# 6,299,500 84%1 National Household Survey 
NCADA Household survey 1993 2002 52% National stratified random 
sample 
Risk Factor Prevalence Study. 4727 61% Representative sample of 9 
Survey No.31990 metropolitan catchement areas 
Corti et al 1989 1500 61% Perth 
%of women 
who drink 
88% 
52% 
67% 
75% 
61% 
% of women drinking at 
hazardous or harmful levels* 
12% 
7.5% 
21% 
5% 
11.2% 
*National Health and Medical Research Council (NH & MRC) defines safe drinking as less than 2 drinks per day (20 grams of alcohol), hazardous and harmful as 
more than 2 drinks per day (Pols and Hawks 1992). Note: the safe category includes non-drinkers. 
#(ABS 1994) reports on the percentage of women who drank in the week prior to interview only. Hazardous or harmful drinking is defined as more than 25 mls of 
alcohol per day and was calculated on consumption in week prior to interview, not usual consumption. 
1 Response rate is calculated as 22,202 households sampled out of a possible 26,470 households, not individuals. 
2.2 Reported childhood sexual abuse 
2.2.1 Reported CSA in Australia 
Although Australians have become increasing aware of the existence and 
frequency of CSA there have been no community studies of its prevalence. 
The most recent statistics available on the extent of child abuse and neglect in 
Australia are obtained through official reporting of cases to State and 
Territory authorities. 
Child Abuse and Neglect is defined for reporting purposes in Australia by 
Angus and Wilkinson (1993) as: 
when a person, having the care of a child 7, inflicts, or allows to be inflicted, on the 
child a physical injury or deprivation which may create a substantial risk of 
death, disfigurement or the impairment of either physical health and development 
or emotional health and development. Child Abuse and Neglect occurs when a 
person having the care of a child creates, or allows to be created, a substantial 
risk of such injury, other than by accidental means. This definition includes 
sexual abuse and exploitation of the child. 
Sexual abuse is defined as: 
any act by a person having the care of the child which exposes a child to, or 
involves a child in, sexual processes beyond his or her understanding or contrary 
to accepted community standards. 
Mandatory reporting occurs in New South Wales, Queensland, South 
Australia, Tasmania, the Northern Territory and the Australian Capital 
Territory. Persons required to report child abuse differ in each state but 
generally include teachers, doctors, police, dentists, nurses, psychologists and 
family court staff. In 1992/93, · 59,122 cases of child abuse were reported and 
investigated throughout Australia. This represented an increase of 10.9 per 
cent over 1991/92. Of these, 46 percent were officially substantiated and a 
further 5 per cent of children assessed as being 'at risk' of abuse. The number 
of substantiated cases of CSA was 5,979, representing 22 per cent of all 
7
Defined as ' ... either permanent or temporary custody, control or responsibility at the time of abuse or 
neglect, regardless of whether this is on a regular, part-time or ad hoc basis' (Angus and Wilkinson 1993, 
p.49) . 
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substantiated cases of abuse (Angus and Zabar 1995). Females accounted for 
77 per cent of sexual abuse cases with the most common age of abuse for girls 
being 14 years. Parents were the perpetrators in 14 per cent of substantiated 
sexual abuse cases, followed by siblings and other relatives 14 per cent, de-
facto and step parents 11 per cent, friends and neighbours 19 per cent, others 9 
per cent and not specified 33 per cent (Angus and Zabar 1995). 
These official statistics are useful in providing minimal incidence figures of 
CSA, but they are likely to seriously underestimate the true extent of the 
problem and to be affected by changing public attitudes to abuse and the 
willingness to report (Finkelhor 1994). Due to the secrecy and shame 
surrounding sexual abuse, the criminal sanctions against it, and the young 
age and dependent status of most child victims, many cases of sexual abuse 
do not come to the attention of any child welfare agency or professional. 
Practical and ethical barriers preclude questioning random samples of 
children about their current abuse experiences, therefore in order to come 
even close to ascertaining the true extent of the problem, prevalence studies 
which rely on retrospective reports from adult subjects are needed. 
To date, there has been little research exam1n1ng the extent of CSA in 
Australia. In 1978, Women Against Rape held a 24 hour phone-in across 
Australia. This phone-in received 150 calls of which 50 per cent reported 
incest, and 20 per cent other forms of CSA (O'Donnell and Craney 1982). In 
1980, the -Australian Women 's Weekly conducted a survey on incest and 
received more than 30,000 replies from women across Australia. This survey 
concluded that 3 per cent of women in Australia had been involved in sexual 
relations with members of their families other than their husbands 
(O'Donnell and Craney 1982). The most often quoted figures for Australia 
come from a survey conducted on 991 first year tertiary students in Victoria 
which reported that 28 per cent of girls and 9 per cent of boys acknowledged 
some form of sexual exploitation by an older person (5 or more years senior) 
before the age of 18 years (Goldman and Goldman 1988). It should be noted 
however, that the researchers used a very broad and vague definition of 
sexual abuse such as 'an invitation to do something sexual ', 'being hugged in 
a sexual way' and 'the adult showing genitals '. While these studies have 
undoubtedly been important in highlighting the problem of CSA in 
Australia, the relatively high prevalence rates reported may not accurately 
reflect the prevalence of CSA in the wider Australian community. A recent 
review of the social construction of CSA warns of the dangers in overstating 
the prevalence of sexual abuse: 
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Public and professional perceptions of the prevalence of child sexual abuse have 
been influenced by studies which use vague and inconsistent definitions of abuse 
including non-contact behaviours. Overestimates of the prevalence of child 
sexual abuse, like that of other social problems, have been used as a form of 
"claims making" in order to place this previously unrecognised problem on the 
political and social agenda. However, there are risks associated with such a 
strategy. One of these is that if the prevalence of child sexual abuse is seen to 
have been exaggerated, those advocating for the needs of sexually abused 
children may be discredited and the seriousness of the problem minimised. 
Another risk is that professionals may over-diagnose cases of child sexual 
abuse, with serious consequences for both children and their families (Scott 
1995, p.117). 
2.2.2 Reported CSA - overseas 
Research from a variety of countries suggests that sexual abuse is widespread 
across cultures (Finkelhor 1994). Most of the work establishing data on 
prevalence of CSA has been conducted in the United States of America and 
Canada (eg., Finkelhor 1979; Finkelhor, Hotaling et al. 1990; Russell 1983; 
Wyatt 1985; Bagley and Ramsay 1986; Seigel, Sorenson et al. 1987). Two 
community based studies have also been conducted in New Zealand 
(Mullen, Romans-Clarkson et al. 1988); (Anderson, Martin et al. 1993). 
Community based studies report prevalence rates for sexual contact with an 
adult prior to age 18 years varying from 6 per cent to 62 per cent for women 
(Russell 1983); (Wyatt 1985); (Baker and Duncan 1985); (Bagley and Ramsay 
1986); (Mullen, Romans-Clarkson et al. 1988); (Finkelhor, Hotaling et al. 
1990); (Leventhal 1990); (Anderson, Martin et al. 1993). The substantial range 
in reported rates is due to methodological variations especially in data 
collection, sampling techniques and in differences in how CSA is defined and 
ascertained (Wyatt and Peters 1986(1)); (Wyatt and Peters 1986(2)). 
Data have been collected mostly through self-administered questionnaires 
(eg., Finkelhor 1979; Fromuth 1986) and face-to-face interviews (eg., Peters 
1988; Russell 1983; Wyatt 1985). Samples have included clinical samples 
(Herman and Hirschman 1981); (Meiselman 1979); (Tsai, Feldman-Summers 
et al. 1979); (Jehu, Klassen et al. 1985), probability samples (Bagley and Ramsay 
1986); (Finkelhor 1984); (Russell 1983); (Wyatt 1985); (Kercher and McShane 
1984), non probability samples (Finkelhor 1979); (Fromuth 1986), and 
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community samples (Mullen, Romans-Clarkson et al. 1988); (Anderson, 
Martin et al. 1993); (Stein, Golding et al. 1988). Table 2.2 shows the prevalence 
rates for the major studies conducted using volunteer and student samples 
and Table 2.3 shows the prevalence rates for the major studies conducted 
using community samples. 
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Table 2.2: CSA prevalence rates reported in major studies - volunteers and 
student samples 
Study Definition of CSA Age limit Prevalence 
rate (%) 
Volunteer Samples 
HamiltQn (1929)* 'sexual aggressions I Pre-pubertal 20 
(n= 100) 
New York City 
Landis et al (1940)* 'sexual aggressions' Pre-pubertal 24 
(n=153 controls) and (n=142 
psychiatric patients) 
New York City 
Kinsfi ft al (1953) contact abuse 8 Pre- 24 
(n=4,444) adolescent 
College Student Samples 
Finkelhor (1979) con tact/ non-con tact 16 19 
(n= 530) 
New England 
Fromuth (1983) contact/non- contact 16 22 
(n=482) 
Alabama 
Seidner & CalhQun (1984)* con tact/ non-con tact 17 11 
(n=595) 
Georgia 
Fritz et al (1981)* contact abuse Pre-pubertal 
(n=540) 8 
Seattle, Washington 
Landis (1956)* 'experience with adult no upper 
(n=l,800 ) sexual deviates' limit 35 
*Source: (Peters, Wyatt et al. 1986) 
8
Contact abuse generally refers to sexual experiences that have involved some degree of physical contact. 
Non-contact experiences include exhibitiorusm, exposure and masturbation. 
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Table 2.3: CSA prevalence rates reported in major studies - community samples 
Study 
Wyatt (1985) 
(n=248) Los Angeles County 
Russell (1983) 
(n=930 ) San Francisco 
Badgley et al (1984) 
(n=l,006) Canada 
Anderson et al (1993) 
(n=3,000) New Zealand 
Lewis (1985)* 
(n=l,252 ) 
Bagley and Ramsay (1986) 
(n=401) Calgary 
Finkelhor (1984) 
(n=334) Boston 
Miller (1976)* 
(n=3,185) 
Illinois adolescents (14-18 years) 
Murphy (1985)* 
(n=415) Central Minnesota 
Definition of CSA Age limit 
contact/ non-contact 17 
contact/non-contact 17 
contact/non-contact 17 
contact/ non-contact 16 
con tact/ non-con tact 'during 
childhood' 
contact abuse 16 
contact/ non-contact 16 
"Has anyone ever tried to 18 
sexually molest you?" 
contact abuse 17 
Kercher and McShane (1984) contact abuse 
(n=593) Texas 
'during 
childhood' 
Keckley Market Research (1983) "Ever asked to 
(n=603) Nashville participate or do 
anything sexually as a 
child that you did not 
want to do?" 
Mullen et al (1988) 
(n=314) New Zealand 
Winfield et al, 1990. 
(n=1157) North Carolina 
Seigel et al (1987) 
(n=l,623) Los Angeles 
*Source: (Peters, Wyatt et al. 1986) 
contact abuse 
contact abuse 
contact abuse 
15 
'during 
childhood' 
16 
no upper 
age limit 
16 
Prevalence 
rate (%) 
62 
54 
34 
32 
27 
22 
15 
14 
13 
11 
11 
10 
6 
6 
j 
2.2.3 Methodological issues in conducting research on the prevalence of 
reported CSA 
The substantial range in reported prevalence rates could be accounted for by 
several factors: differences in the definitions of abuse; true differences in the 
prevalence of abuse among various segments of the population; 
methodological factors, such as how respondents were recruited and 
interviewed and by whom and the wording of the questions they were asked. 
Tables 2.2 and 2.3 however, indicate that none of these factors alone account 
for the range in reported rates. 
The role of each of these individual factors on reported prevalence rates has 
been reviewed elsewhere (see Peters, Wyatt et al. 1986; Wyatt and Peters 
1986(1); Wyatt and Peters 1986(2)). Essentially, sample characteristics, 
sampling techniques, response rates and mode of data collection do not by 
themselves explain the variation in prevalence rates . For example, with 
regard to sample characteristics, most United States community studies have 
found no variation in rates of CSA within social class or education 
(Finkelhor 1984); (Russell 1983); (Wyatt 1985); or between African Americans 
and other Americans (Kercher and McShane 1984); (Russell 1983); (Wyatt 
1985). Similarly, while it is believed that face-to-face interviews may yield 
higher prevalence rates than self-administered questionnaires, a recent 
comparison of these methodologies failed to find any clear advantage for 
either. Self-administered questionnaires offer the advantage of anonymity, 
while face-to-face interviews offer the opportunity for clarification (Martin, 
Anderson et al. 1993). 
However, there are two factors, the definition of CSA and the type of 
questions used to ascertain CSA, which are important in determining the 
reported prevalence of CSA. These two factors are discussed below. 
Definition of childhood sexual abuse 
A number of complex issues need to be considered when defining CSA. 
Although a number of early studies did not specify a definition of CSA, there 
has been a trend toward detailed operational definitions that clearly specify 
the criteria used to evaluate experiences as sexual abuse (Finkelhor 1984); 
(Fromuth 1986); (Russell 1983); (Wyatt 1985); (Anderson, Martin et al. 1993). 
In most cases this criterion has been the difference in age between the 
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perpetrator and the victim. However, several studies have focused on 
whether the experience was considered as abusive, unwanted, coercive, or 
the result of pressure or force (Finkelhor 1984); (Russell 1983); (Wyatt 1985). 
The inclusion of non contact abuse in the definition of CSA is a matter of 
debate. Until recently the practice has been to include experiences such as 
exhibitionism as it is a criminal act with the intent to shock or frighten. 
However some recent research suggests that non contact experiences may not 
cause long-term effects (Peters 1988). Researchers have tended to report both 
forms of behaviours, eg., Russell (1983) reported prevalence rates of 54 per 
cent when non contact experiences were included and 38 per cent without, 
Wyatt (1985) 62 per cent and 45 per cent, and Badgley et al (1984) 39 per cent 
and 22 per cent respectively. A recent review on the prevalence of CSA by 
Pilkington and Kremer (1995) states that: 
All of the studies reviewed here include both contact and non-contact abuse in 
their definitions and, with the exception of Wyatt (1985), have made no attempt 
to report separate prevalence rates for the two forms of abuse. Yet, when one 
considers the diverse experiences included in the definitions (ranging from 
harassment, exposure of genitalia or obscene phone calls to oral, anal and/ or 
vaginal intercourse), one once more wonders as to the usefulness of subsuming 
contact and non-contact abuse under one umbrella (p.89). 
The inclusion or exclusion of incidents involving peers as perpetrators is 
another definitional issue which affects prevalence rates. Some researchers 
have interpreted CSA to mean exclusively experiences with adults or at least 
older partners (Finkelhor 1979); (Finkelhor 1984); (Fromuth 1986). Research 
indicates that experience with peers even when they involve force are 
perceived as less traumatic (Finkelhor 1979). However, peers are certainly 
capable of committing violent abusive acts of sexual assault. Girls may 
encounter, especially in adolescence, intrusive and unwanted sexual 
attention or aggression, which could be defined as CSA. Researchers are 
increasingly opting to include some aspect of these peer experiences in the 
definition of CSA. These have generally required that the experiences be 
unwanted, forced or coercive (Russell 1983); (Wyatt 1985). 
The use of age criteria for determining which relationships are considered 
abusive has been generally adopted by researchers. All definitions of CSA 
acknowledge sexual contact between a child and an adult constitutes sexual 
abuse even in the absence of coercion. Some researchers have adopted a five 
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year age difference between victims and perpetrators for experience prior to 
age 12 and a 10 year age difference for sexual experiences occurring in 
adolescence (eg., Finkelhor 1979; Fromuth 1986). Wyatt (1985) however, 
excluded all voluntary experiences between the ages of 13 and 17 no matter 
what the age difference. 
It is apparent that there are a number of problems with the definition of CSA 
as it relates to research on prevalence. The lack of a clear working definition 
for CSA has been recently noted by Browne and Lynch (1995): 
There is no uniform working definition for what constitutes an abusive act ... 
When trying to establish a working definition of child sexual abuse, several 
points of controversy arise. First, disagreement as to whether non-contact 
offences, such as exhibitionism, should be considered as abusive. Secondly, 
poor agreement on the essential elements involved in abuse, such as the age 
limits for consent to sexual interaction, the acceptable and unacceptable age 
discrepancies between sexual interactions, the classification of the act in terms 
of seriousness, degree of coerciveness and whether it was intra or extra familial 
abuse. Thirdly, arguments about whether children can be perpetrators of sexual 
abuse (p.79). 
Clearly the broader the definition of CSA the higher the reported prevalence 
rate will be. Studies which have used an age cut off of 12 years for CSA will 
have lower prevalence rates than studies using a cut off of 18 years. 
Similarly, studies which include non contact sexual experiences in their 
definition of CSA will report higher prevalence rates for CSA than studies 
restricted to contact abuse. 
Specific questions on CSA 
The number and type of screening questions used to ascertain CSA may be 
the most important factors affecting prevalence rates. As Table 2.4 shows, 
those studies that have used only one question to ascertain CSA or a single 
'gating question' followed by more detailed questions if the first was 
answered positively, have generally obtained relatively low rates ranging 
from 5 per cent (Seigel, Sorenson et al. 1987) to 22 per cent (Bagley and 
Ramsay 1986). The highest prevalence rates have been reported by studies 
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that have used eight or more questions ranging from 27 per cent (Finkelhor, 
Hotaling et al. 1990) to 62 per cent (Wyatt 1985). 
Table 2.4: Prevalence of reported CSA in community studies by number of 
screening questions used to ascertain CSA 
Number of questions used to ascertain CSA 
1 question 
Winfield, George et al. 1990 
Mullen, Romans-Clarkson et al. 1988* 
Seigel, Sorenson et al. 1987* 
Bagley and Ramsay 1986 
Baker and Duncan 1985 
Kercher and McShane 1984 
More than one question 
Anderson, Martin et al. 1993 
Finkelhor, Hotaling et al. 1990 
Wyatt 1985 
Russell 1983 
Prevalence rate(%) 
6 
10 
5 
22 
12 
10 
32 
27 
62 
54 
*Note these studies used a single gating question to ascertain CSA but were then followed by a 
series of more detailed questions asking about the experience. 
Studies that use more than one question to ascertain CSA identify more of 
the individual components of abuse, such as age differences between the 
victim and the perpetrator, consent etc. How the question is asked is also 
important. Asking about a range of sexual experiences rather than just 
focusing on whether women were 'abused' is associated with higher 
prevalence rates. Asking about a range of sexual experiences in childhood 
does not depend on women acknowledging their sexual experiences as 
abusive. Single gating questions on the other hand, are more likely to have 
focused on 'abuse' and may therefore not obtain as accurate an estimate of 
the prevalence of CSA as a series of more detailed questions on sexual 
behaviour. 
In summary, the various community studies examining prevalence suggest 
that between 6 and 62 per cent of women will report having experienced 
sexual abuse or harassment during childhood. These studies also show 
between 10 to 15 per cent will report being victims of CSA involving genital 
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contact or intercourse (Wyatt 1985); (Russell 1983); (Bagley and Ramsay 1986); 
(Mullen, Romans-Clarkson et al. 1988); (Anderson, Martin et al. 1993). The 
lowest estimate for CSA involving genital contact was used in this study to 
determine the required sample size needed to obtain the prevalence of CSA 
in Australia (see Chapter 3, Section 3.4.3 for details). 
The substantial range in reported prevalence rates is due mainly to 
differences in how CSA is defined and ascertained (Wyatt and Peters 1986(1)); 
(Wyatt and Peters 1986(2)). This means that in order to obtain an accurate 
estimate of the prevalence of CSA in Australia, CSA must be carefully 
defined and a number of specific questions asked about sexual experiences in 
childhood (see Chapter 3, Section 3.7 for details). 
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2.3 Childhood sexual abuse and alcohol abuse in women 
A number of writers have suggested a connection between a history of CSA 
and later abuse of alcohol and other drugs in women (eg., Teets 1995; Dansky, 
Saladin et al. 1995; Miller 1994; Wilsnack, Vogeltanz et al. in press; Hagan, 
Finnegan et al. 1994; Mullen 1993; Bushnell, Wells et al. 1992). Prior to the 
early 1980s reference to alcohol dependency as a possible consequence of CSA 
and references to childhood experiences of incest in women seeking 
treatment for alcohol dependency were almost non-existent (Hurley 1991). 
Three kinds of evidence have been used to support the assertion: (1) looking 
at the histories of CSA in women with alcohol and other drug problems who 
are attending treatment facilities; (2) looking at the prevalence of alcohol and 
other drug problems in women with a history of CSA who are receiving 
treatment for mental health problems; and (3) exploring this relationship 
using community samples. 
2.3.1 Women attending alcohol and drug treatment facilities 
Clinical studies have reported that women in treatment for alcohol and 
other drug problems give a history of CSA more often than women in the 
general population (Janikowski and Glover 1994); (Copeland and Hall 1992); 
(Kinzl and Biehl 1992); (Bayatpour, Wells et al. 1992); (Swett, Cohen et al. 
1991); (Hurley 1990); (Hart, Mader et al. 1989); (Harrison, Hoffmann et al. 
1989); (Ladwig and Andersen 1989); (Flanigan, Potrykus et al. 1988); (Miller, 
Downs et al. 1987); (Kovach 1986); (Herman, Russell et al. 1986); (Wilsnack, 
Vogeltanz et al. in press); (Cohen and Densen-Gerber 1982); (Meiselman 
1979); (Benward and Densen-Gerber 1975). Table 2.5 summarises 12 of the 
studies conducted in this area and shows that the prevalence of histories of 
CSA in women attending drug and alcohol treatment centres ranges from 20 
per cent (Ladwig and Andersen 1989) to 84 per cent (Cohen and Densen-
Gerber 1982). The range probably relates to definitional, sampling and 
methodological problems which have already been discussed. 
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Table 2.5: Prevalence of reported CSA in women attending alcohol treatment 
facilities 
Author 
Miller, Downs et al. 1987 
Covington and Kohen 1984 
Schaefer, Evan et al. 1985 
Benward & Densen Gerber 1975 
Cohen and Densen-Gerber 1982 
Ladwig and Andersen 1989 
Harrison, Hoffmann et al. 1989 
Kovach 1986 
Hurley 1990 (n=19)# 
Janikowski and Glover 1994 
Miller, Downs et al. 1993 
Rohsenow, Corbett et al. 1988 
* Did not use a control group. 
Prevalence of CSA in Prevalence of CSA in 
alcoholics (%) controls (%) 
67 (n=45) 
74 (n=35) 
63 (n=l00) 
44 (n=118) 
84 (n=178) 
20 (n=118) 
21 (n=444) 
25 (n=117) 
NA 
47 (n=77) 
66 (n=98) 
75 (n=nk) 
28 (n=40) 
50 (n=35) 
55 (n=42) 
NA* 
NA* 
NA* 
13 
NA 
NA 
NA 
60 shelters (n=97) 
65 mental health (n=77) 
21 drink drivers (n=l00) 
37 household (n=l00) 
NA 
#Qualitative study of volunteer incest victims. 
Table 2.6 describes the different methodologies used in each of the 12 studies. 
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Table 2.6: Methodology employed by studies examining CSA amongst women attending alcohol treatment facilities 
Author Definition Definition of alcohol abuse Methodology Mode Control Response 
ofCSA groue rate 
Miller, Downs et al. 1987 c, nc, nd MAST - controls; nd- cases v - treatment FTF &TI yes 28%in 
rs- controls controls 
Covington & Kohen 1984 c, nc, bv nd V SAQ yes ns 
Schaefer, Evan et al. 1985 ns nd V SAQ yes ns 
Benward & Densen Gerber, 1975 c, nc, 1 nd V FTF no ns 
Cohen & Densen-Gerber 1982 c, nc nd rs FTF no ns 
Ladwig & Andersen 1989 bv Addiction Severity Index V SAQ no ns N 
vJ 
Harrison, Hoffmann et al. 1989 bv nd V FTF no ns 
Kovach 1986 i, bv nd V SAQ no ns 
Hurley 1990 i, bv nd V FTF no ns 
Janikowski & Glover 1994 I nd V SAQ no ns 
Miller, Downs et al. 1993 c, nc, p Diagnostic Interview Schedule (DIS) ns except for rs in FTF yes ns 
and MAST control 
Rohsenow, Corbett et al. 1988 c, .e DSM-III V CR no ns 
Key to Tables 2.6, 2.8, and 2.10 
c-contact abuse; nc-non-contact abuse; nd-no definition; bv-broad and vague definition; i-incest; p-perpetrator at least 5 years older; FTF -face-to-face interviewing, 
SAQ-self-administered questionnaire, TI -telephone interview, CR-client record; ns-not specified 
v- volunteers; rs-random sample; nd-no definition specified apart from attending treatment 
Definition of CSA 
The definitions provided for the ascertainment of CSA in these 12 studies 
range from none at all (eg., Schaefer, Evan et al. 1985) to general questions 
such as "Have you ever been sexually abused?" (Ladwig and Andersen 1989). 
With the exception of three studies, (Rohsenow, Corbett et al. 1988); 
(Janikowski and Glover 1994); (Miller, Downs et al. 1993) no details are 
specified as to the criteria used for determining sexual abuse amongst 
subjects. While there remains no standard definition of CSA the research 
findings are only meaningful in the context of the definitions used by 
individual researchers. Without this information inference about the real 
prevalence is impossible and comparisons are largely invalid. 
Definition of alcohol abuse 
Similarly, definitions given for alcohol abuse also vary across the studies. In 
eight of the 12 studies either no definition is given for alcohol abuse or the 
only criterion is attendance at a treatment facility (Miller, Downs et al. 1987); 
(Covington and Kohen 1984); (Schaefer, Evan et al. 1985); (Benward and 
Densen-Gerber 1975); (Cohen and Densen-Gerber 1982); (Ladwig and 
Andersen 1989); (Harrison, Hoffmann et al. 1989); (Kovach 1986); (Hurley 
1990); (Janikowski and Glover 1994). In only two studies was a standardised 
test used to determine alcohol abuse (Miller, Downs et al. 1993); (Rohsenow, 
Corbett et al. 1988). In two of the studies different criteria were used for 
determining alcohol abuse between the control group and experimental 
groups (Miller, Downs et al. 1987); (Covington and Kohen 1984). What is 
meant by 'alcoholic' women needs to be clearly defined before comparisons 
can be made between women with alcohol problems and other women in 
terms of their histories of CSA. 
Methodology 
The studies vary with the methodologies used, sampling techniques, mode 
of administration, participation rates, and the use of control groups. Two 
studies examined the files of women to ascertain prevalence of sexual abuse 
and two studies used some form of random sampling technique although 
the details are not specified. Over half the studies used volunteer samples 
from treatment centres. The use of volunteer subjects is problematic as it 
may bias the results in one of two ways. Women with a history of CSA may 
be either more likely or less likely to volunteer for the study. How the study 
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is advertised and what information is given to respondents regarding the 
purpose of the study are important in determining the possible effect of using 
volunteers. 
Control groups 
The majority of studies did not use a control group. Of the four that did, 
sample sizes used for both the control groups and the experimental groups 
were small. The use of control groups is vital when trying to ascertain a 
relationship between a history of CSA and having an alcohol problem. 
Without providing adequate controls the type of conclusions that can be 
reached regarding this relationship is limited. We can say nothing 
conclusive about a potential causal link, other than that CSA is found in 
women who attend treatment centres for alcohol abuse. 
Response rates 
Response rates are not easy to compare across studies, especially across 
different methodologies. However they are important for a number of 
reasons. It is essential to know how representative the sample is to the target 
population to make judgements about the findings and to generalise the 
results. The accuracy of the comparisons made between controls and 
experimental groups is also dependent on the response rates obtained. In 
only one of the above studies were response rates provided. 
In summary, the majority of clinical studies report high rates of CSA in 
women attending treatment for alcohol or drug dependency. Problems exist 
however with the lack of adequate definitions for ascertaining both CSA and 
alcohol abuse, the use of specific populations, especially the use of 
volunteers, the lack of any control groups, inadequate reporting of response 
rates, insufficient details on sample characteristics and, very often, small 
sample sizes. Most of the studies make no attempt to control for other 
related background factors that may have contributed to the alcohol abuse 
over and above the effect of the sexual abuse. All of these factors make it 
extremely difficult to compare across studies, to generalise the results, and to 
reach useful conclusions. 
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2.3.2 Women attending mental health facilities 
A second major area of research into this relationship has been to focus on 
the rates of alcohol and other drug abuse among women with histories of 
CSA who are attending treatment for mental health problems. Table 2.7 
summarises the main studies conducted using clinical populations. 
Conflicting results have been reported with some studies showing no 
significant difference in the level of alcohol abuse amongst women giving a 
history of CSA compared with non abused women (Hussey and Singer 1993); 
(Carmen, Rieker et al. 1984), while others have found significant differences 
(eg., Pribor and Dinwiddie 1992). 
Table 2.7 : Prevalence of alcohol abuse amongst women with a reported history 
of CSA attending mental health facilities 
Author Outcome measure 
Pribor and Dinwiddie 1992 DSM-III 
Swett, Cohen et al. 1991 MAST 
Flanigan, Potrykus et al. 1988 Moderate to heavy 
drinking 
Hart, Mader et al. 1989 Mean number of 
drugs used 
Swett and Halpert 1994 MAST 
Hussey and Singer 1993 Drinking 
Singer and Fetchers 1989 Alcohol use 
Jacobson and Richardson 1987 Drug use 
Craine, Henson et al. 1988 Chemical 
dependency 
Carmen, Rieker et al. 1984 Not known 
Prevalence in 
CSA group 
28% 
5.6 
45% 
6.8 
Prevalence in 
control group 
4.3% 
3.4 
21% 
5.0 
Significantly higher MAST in CSA 
group 
20.6% 13.8% 
Significantly more alcohol use and 
more drunkenness in CSA group 
51% NS 
CSA group more likely to meet 
criteria for chemical dependency 
No significant difference 
Although many of these studies have found higher rates of alcohol abuse in 
women with a history of CSA, they still suffer from the same definitional 
and methodological problems as studies conducted on women in alcohol 
treatment centres. In addition, the nature of these clinical samples means 
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that the subjects are not only women with alcohol problems, but women 
with alcohol problems who attend mental health facilities which leaves open 
the possibility of co-morbidity. Table 2.8 outlines the methodologies used in 
these studies. 
Definition of alcohol abuse and CSA 
A variety of different definitions has been used for ascertaining alcohol 
abuse. Definitions range from a diagnosis of 'substance abuse' with no 
further details provided (eg., Craine, Henson et al. 1988) to use of 
standardised instruments such as the MAST (eg., Swett, Cohen et al. 1991) or 
the DSM-III criteria for alcohol abuse or dependence (Pribor and Dinwiddie 
1992). A range of definitions has been employed with regard to ascertaining 
CSA. However, there is no relationship between the definition used for CSA 
and the prevalence of alcohol abuse. For example, significant differences 
were found between women reporting CSA and controls in their histories of 
alcohol abuse, across a range of studies using different criteria for ascertaining 
CSA (eg., Pribor and Dinwiddie 1992; Swett, Cohen et al. 1991). 
Methodology 
The majority of studies employed volunteer samples from mental health 
treatment centres and many had sample sizes under 50. These studies share 
the same potential for bias due to volunteer subjects as studies using women 
in alcohol treatment centres. The one study that used a random sample 
(Craine, Henson et al. 1988) failed to report participation or refusal rates. 
Response rate 
Response rates were provided in only half of the studies, and ranged from 40 
per cent (Flanigan, Potrykus et al. 1988) to 89 per cent (Swett, Cohen et al. 
1991). However, the two studies that received high response rates (89% 
Swett, Cohen et al. 1991; 88% Hart, Mader et al. 1989) used volunteers. 
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Table 2.8: Methodology employed in studies on prevalence of alcohol abuse amongst women with CSA attending mental 
health facilities* 
Author Definition of Definition of Sample Mode Methodology Control Response 
alcohol abuse CSA size group rate 
Pribor & Dinwiddie 1992 DSM-ID 1 75 SAQ V yes 64%incest 
48%controls 
Swett, Cohen et al. 1991 MAST bv 189 SAQ V yes 89% 
Flanigan, Potrykus et al. 1988 Alcohol use 1 28 SAQ V yes 40% 
questions 
Hart, Mader et al. 1989 Type & amount bv 51 SAQ V yes 88% 
of drugs used 
Swett & Halpert 1994 MAST bv 88 SAQ V yes ns 
Hussey & Singer 1993 ns c, p 87 CSA SAQ V yes ns 
87 no CSA 
Singer & Fetchers 1989 ns Self disclosures, 48 CSA SAQ V yes ns 
official records or 48 no CSA 
family reports 
Jacobson & Richardson 1987 Patients' charts i, c, nc, peer abuse 100 FTF V no 42% 
Craine, Henson et al. 1988 ns C, p 105 FTF rs no ns 
Carmen, Rieker et al. 1984 ns bv 188 Record V yes ns 
*see key on Table 2.6 
Control group 
Although most studies employed a control group, controls all consisted of 
other psychiatric patients. 
Co-morbidity 
One of the most significant problems with these studies is the issue of co-
morbidity - it is impossible to distinguish whether the alcohol abuse comes 
first and is a factor in the development of problems such as depression and 
sexual dysfunction, or if such consequences come first, possibly arising from 
CSA, and alcohol follows in an attempt to cope. Causation cannot be inferred 
from correlational studies, particularly given the overlap in many of these 
studies between the upper age limit for CSA (eg., 18 years) and when some 
women may have begun drinking. While many of these studies have 
reported a correlation between CSA and alcohol problems in women 
attending treatment centres for alcohol abuse and mental health problems, it 
is still unclear whether sexual abuse predates or leads to alcohol problems in 
women (eg., Mullen, Martin et al. 1994; Turner and Colao 1985). 
2.3.3 Community samples 
In more recent years, research into the relationship between alcohol abuse 
and a history of CSA has begun to be undertaken on women using 
community samples. Compared with studies using treatment or clinical 
populations the following studies are considerably more sophisticated in 
methodology, definitions used for ascertaining both alcohol abuse and CSA, 
use of random samples, and larger sample sizes. One of the most important 
differences between these studies and the ones using clinical samples is the 
awareness of and attempts to control for other confounding variables such as 
family background issues that may affect the relationship . 
Table 2.9 below summarises the major community studies conducted. The 
majority of studies have reported some relationship between CSA and 
alcohol abuse: a significant association was found between CSA and women 1s 
risk of alcohol and drug abuse in adulthood (Stein, Golding et al. 1988); 
women with CSA reported significantly increased depression, anxiety and 
self-abusive behaviour (Sedney and Brooks 1984); women in the contact 
abuse group were significantly more likely to have experienced alcohol 
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abuse, probable drug abuse and depression than the non-contact group (Peters 
1988); CSA histories were associated with higher scores on all six measures of 
drinking behaviour: consumption; heavy episodic drinking; intoxication; 
drinking related problems; alcohol dependence symptoms; and the summary 
problem drinking index (Wilsnack, Wilsnack et al. 1994); and women who 
had experienced severe forms of sexual abuse experienced an odds ratio for 
alcohol abuse of 5.3 times that of controls (Mullen 1993). Despite this, the 
actual prevalence rates for sexual abuse vary considerably across the studies, 
ranging from 13 per cent (Bushnell, Wells et al. 1992) to 60 per cent (Peters 
1988). 
The majority of studies report the actual rates of alcohol abuse amongst 
women reporting a history of CSA compared with the rates of alcohol abuse 
amongst women reporting no history of CSA. The rates for women 
reporting a history of CSA, vary from 8 per cent (Sedney and Brooks 1984) to 
34 per cent. The higher percentage was reported by women who had 
experienced CSA involving intercourse (Mullen 1993). The rates of alcohol 
abuse in women reporting no history of CSA varies from 6 per cent (Peters 
1988); (Sedney and Brooks 1984) to 11 per cent (Wilsnack, Vogeltanz et al. in 
press) . 
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Table 2.9: Relationship between reported CSA and alcohol abuse amongst 
women in the general community 
Authors Overall prevalence of Prevalence of Prevalence of 
CSA alcohol abuse in alcohol abuse in no 
CSA group CSA group 
Wilsnack, Vogeltanz et al. in 19.3% 1st criterion 22% 11% 
press 
Mullen 1993 
22.9% 2nd criterion 
32% 
20% contact 
6% intercourse 
Bushnell, Wells et al. 1992 13% 
Winfield, George et al. 1990 6% 
Peters 1988 
Stein, Golding et al. 1988 
60% 
14 % non con tact 
46% contact 
6.8% 
Mullen, Romans-Clarkson et 10% 
al. 1988 
Sedney and Brooks 1984 16% 
13% 
34% intercourse 
18% 
7% 
6% non contact 
22% contact 
21% 
No relationship 
8% 
9% Not significant 
11% 
2% 
6% 
4% 
6% Not significant 
Table 2.10 outlines the methodology used in these studies. Most of the 
studies have provided detailed definitions for both alcohol abuse and CSA 
and have employed a series of detailed questions for ascertaining CSA. This 
makes it possible to compare prevalence rates of CSA using a number of 
criteria: contact versus non contact abuse; age differences between perpetrator 
and child; and intrafamilial versus extrafamilial abuse. Other advantages of 
these studies are that sampling techniques have involved random sampling 
or probability sampling techniques. The response rates have been generally 
high, ranging from 51 per cent (Peters 1988) to 91 per cent (Wilsnack, 
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Vogeltanz et al. in press). All the studies have used control groups. Many 
have used standardised measures for assessing ·psychological problems. 
Data analysis in these studies has also been more sophisticated with the 
results appearing to indicate that the number of incidents and the severity of 
the experience may be associated with greater psychological difficulty (Mullen 
1993). Factors such as the duration of the abuse, being older when the last 
abuse incident occurred, and abuse involving intercourse are associated with 
worse outcomes (Peters 1988); (Mullen 1993). This poses the question of 
whether there is any relationship between specific types of sexual abuse and 
alcohol problems. However, this question remains unanswered. 
Some of the studies have attempted to separate the effects of family variables 
from the sexual abuse itself (eg., Mullen 1993; Peters 1988). Peters (1988) 
found that lack of maternal warmth emerged as the strongest predictor of 
psychological difficulty in adulthood. However, after controlling for the 
effects of lack of maternal warmth, the significant relationships between 
abuse experiences and later psychological problems remained. The 
important question here is the extent to which the relationship between a 
history of CSA and developing alcohol problems reflects a causal connection 
and if so, how any such connection is mediated and influenced by other 
aspects of background and development. Evidence for a causal link has yet to 
be found. 
There is no research evidence of a direct causal link between these two 
phenomena and a more likely explanation of their coincidental appearance lies 
in the possibility that both have similar antecedents. However, direct service 
providers are usually quite adamant that one (childhood sexual abuse) causes 
the other (alcoholism and drug dependence) (Hamilton 1992, p.78). 
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Table 2.1 O: Methodology employed in studies examining relationship between CSA and alcohol abuse amongst women in the 
general community* 
Authors Definition of alcohol Definition of CSA Sample Mode Methodology Response 
abuse size rate 
Wilsnack, Vogeltanz et Questions on drinking Series of detailed 1099 FIF rs 85% 
al. in press behaviour, & related questions, age criteria 10 year study of 91% 
problems womens drinking 
Mullen 1993 Excessive use of alcohol Series of detailed 1516 SAQ rs 74% 
= 14 or more uni ts per questions & Electoral rolls 
week FIF New Zealand 90% 
Bushnell, Wells et al. Diagnostic Interview Single screening question 301 rs 70% 
1992 Schedule (DIS) Follow-up study in 
New Zealand 87% 
Winfield, George et al. DIS/DSM-III Single screening question 1157 FfF rs 77% 
1990 Epidemiologic survey 
Peters 1988 Schedule for Affective Series of detailed 119 FIF rs 51% 
Disorders and questions, age criteria Follow-up study of 
Schizophrenia Wyatts sample in LA 
Stein, Golding et al. DIS/DSM-III Single screening question 3132 FIF rs 68% 
1988 Epidemiologic survey 
Mullen, Romans- Alcohol questionnaire Initial screening question 596 SAQ rs 71% 
Clarkson et al. 1988 developed specifically followed by series of & 2 stage survey 
for women detailed questions FIF New Zealand 80% 
Sedney and Brooks 1984 ns Single screening guestion 301 SAQ v; college women ns 
*see key on Table 2.6 
Although these studies offer many methodological advantages over the 
earlier clinical studies, none of them have adequately covered all the 
methodological issues. Two of the studies found no significant relationship 
between CSA and alcohol abuse, and in the six that did, the strength of the 
association is variable (see Table 2.9). Two important issues have not been 
addressed. 
1. All of the studies are correlational in nature with many not 
considering the temporal order of the relationship. Given that some 
studies have included CSA experiences up to the age of 18, the 
question remains whether alcohol abuse occurred before or after CSA. 
The question that remains is one of causality. Correlational studies 
cannot establish cause and effect. This can only be answered using a 
design which takes into account the temporal order of events, such as 
a case control study. 
2. Only two studies considered the effect of confounders on the 
relationship between CSA and alcohol abuse. Peters (1988), considered 
only one possible confounder in this relationship, while Mullen (1993) 
although examining a number of possible confounders, did not take 
into account the temporal order of the relationship. Therefore, the 
question of the effect of potential confounders and effect modifiers on 
this relationship remains unanswered. 
2.3.4 Summary of reported CSA and alcohol abuse literature 
In summary, the research exam1n1ng the relationship between CSA and 
alcohol abuse in women provides some evidence to suggest an association. 
However, the clinical based studies have considerable problems, as discussed 
earlier. The community based studies, although offering a more 
sophisticated methodology, still leave doubt as to the strength of the 
association, the extent to which the association reflects a causal connection, 
and how any such connection is mediated and influenced by other aspects of 
background and development (Hamilton 1988). 
Previous research did not consider the temporal order of the relationship or 
the effect of possible confounders and effect modifiers on this relationship. 
Indeed, the need for methodologically sound research that specifically 
examines this relationship has been highlighted recently by Wilsnack (1995): 
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Because of the strong associations between childhood sexual abuse and problem 
drinking in a number of recent studies, this apparent risk factor may merit 
special attention. Research needs here include methodological studies to 
improve survey measures and methods, further research on prevalence of 
childhood sexual abuse, and its relationships to women's alcohol and drug use, 
in representative general population samples ... analysis of potential 
confounding factors (eg., family history of alcoholism); and studies of possible 
mechanisms ... through which early sexual abuse may affect women's 
psychological, social, and sexual development and subsequent use of alcohol 
and other drugs. A better understanding of the risks and mechanisms 
associated with sexual abuse may suggest approaches to both primary and 
secondary prevention, eg., education and advocacy to reduce the societal 
prevalence of sexual abuse, alcohol and sex education to reduce use of alcohol 
to cope with psychological and sexual distress, and innovative models for early 
identification of and intervention with sexually abused girls and young women 
(p.34). 
The study reported here meets the above criteria in the following ways: 
• representative general population sample; 
• case control design which examines the issue of causality; 
• use of detailed and well operationalised variables; 
• analysis of potential confounding factors; 
• analysis of potential effect modifiers; and 
• use of multivariate analyses. 
2.3.5 Dose response relationship between CSA and alcohol abuse in women 
There is some evidence to suggest a dose-response relationship between CSA 
and a variety of adverse adult outcomes. If a causal relationship exists 
between CSA and alcohol abuse, then one would expect to see a relationship 
between increasing severity of CSA and increasing severity of alcohol abuse. 
There has been some research examining the effects of different aspects of 
CSA on outcome measures in adulthood. This literature is reviewed in 
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order to identify those factors of CSA that may be associated with a greater 
degree of alcohol abuse. 9 
Research on CSA has suggested that certain factors relating to the abuse are 
associated with a worse outcome. There is evidence that women who 
experienced CSA within the family are at greater risk of developing problems 
than women who experienced CSA outside the family. For example, Sedney 
and Brooks (1984) studied 301 college women, 16 per cent of whom reported 
CSA. Women whose CSA occurred within the family reported significantly 
greater symptoms of depression, anxiety, and self-abusive behaviour. Pribor 
and Dinwiddie (1992) compared 52 adult women with a history of incest with 
23 matched women from self-help agencies with no history of incest. 
Anxiety disorder, major depression and alcohol abuse were significantly 
higher in the incest group than in the comparison group with more severe 
types of abuse being associated with a higher risk for the development of 
psychiatric disorders. Similarly, Briere and Runtz (1988) found that anxiety, 
dissociation and somatisation were more prevalent among women abused by 
their fathers, abused over a longer period and abused by perpetrators older 
than themselves. The authors argued that the existence of co-variation 
between abuse characteristics and subsequent problems confirms that the 
abuse itself plays a role in the development of disorders. 
A review of the long term effects of CSA by Browne and Finkelhor (1986) 
found tha-t the following characteristics of CSA were more often associated 
with greater long-term harm: 
• long duration of abuse (Browne and Finkelhor 1986); (Bagley and 
Ramsay 1986); (Tsai, Feldman-Summers et al. 1979); 
• 
• 
the use of force or threat of force (the specific long-term effects are not 
yet known) (Mullen, Romans-Clarkson et al. 1988); (Russell 1986); 
(Finkelhor 1979); 
abuse involving penetration (intercourse or oral-genital sex) (Walker, 
Katon et al. 1992); (Peters 1988); (Mullen, Romans-Clarkson et al. 1988); 
(Bagley and Ramsay 1986); (Russell 1986); (Sedney and Brooks 1984); 
9 
A degree of caution needs to be exercised when discussing dose-response, as the concept of a dose-response 
relationship is quantitative in nature and does not reflect the qualitative element of wnat are essentially 
complex human phenomena. 
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• abuse involving fathers or stepfathers (Walker, Katon et al. 1992); 
(Browne and Finkelhor 1986); (Russell 1986); (Herman, Russell et al. 
1986); (Finkelhor 1979); (Tsai, Feldman-Summers et al. 1979); 
• the relationship between age of onset of abuse and outcome remains 
unclear. While most studies show no effect of age, some indicate a 
greater degree of harm from pre-pubertal abuse (eg., Meiselman 1979), 
while others suggest a more traumatic impact from postpubertal abuse 
(Sedney and Brooks 1984); (Tsai, Feldman-Summers et al. 1979); 
• the role of family variables (marital conflict, parental psychopathology 
including alcohol abuse) is thought to have a pivotal impact on the 
child's response to the abuse and on the long term outcome 
(Beitchman, Zucker et al. 1992); (Russell 1986); 
• the child's perception of the experience and of the mother's response 
to the child and the abuse may be important (Beitchman, Zucker et al. 
1992); (Peters 1988); and 
• the long-term impact of the timing, circumstances and the manner of 
disclosure is not yet known (Beitchman, Zucker et al. 1992). 
The following characteristics of CSA were used in this study to measure 
severity of CSA (see Chapter 7 for details): 
1. Type of sexual experience with abuse involving penetration or oral-
genital contact considered more severe. 
2. Relationship to perpetrator, with abuse by fathers or step-fathers 
considered more severe. 
3. The use of force or threat of force considered more severe than no 
force. 
4. The length of the abuse, with longer duration considered more severe. 
5. The number of times the abuse took place, with more experiences 
considered more severe. 
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6. The frequency of the abuse, more frequent episodes considered more 
severe. 
7. The girl's perception of the abuse at the time, a negative reaction 
considered more severe. 
8. Age of onset of abuse, with abuse occurring between 12 and 16 
considered more severe. 
9. Number of perpetrators, with more than one perpetrator considered 
more severe. 
2.3.6 Confounding factors in the relationship between CSA and alcohol abuse 
Explanations for the relationship between CSA and alcohol abuse have 
usually implied a causal link. However, research indicates that there are 
several important confounders that might influence this relationship. There 
are some indications that the antecedents of alcoholism could also be 
associated with CSA. The familial context of women not only influences the 
risks of sexual abuse occurring but also plays a role in determining the nature 
of any long term problems. The finding that women with a history of CSA 
have a more disadvantaged background means that the long term effects of 
sexual abuse might be accounted for by these background factors and not by 
the sexual abuse. 
Family backgrounds of women with alcohol problems 
A consistent finding in the research on alcoholism is the connection between 
a family history of alcoholism and an individual's increased risk for alcohol 
abuse (Wilsnack 1995). Women with alcohol problems are more likely to 
have had parents, particularly fathers, who were alcoholics (Hagan, Finnegan 
et al. 1994); (Gomberg 1993); (Beckman 1976). Estimates of the prevalence of 
alcoholism in fathers of female alcoholics range from 28 per cent to about 50 
per cent (Beckman 1976). Research indicates that having an alcoholic parent 
increases the risk of a range of childhood difficulties due to the negative 
impact of parental substance abuse on the family. Parental substance abuse 
may also provide a role model of substance abuse as a coping method and 
increases a child's access to substances. 
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Research also suggests that disruptive early life experiences play a 
fundamental role in the development of alcohol disorders in women 
(Kovach 1986); (Hurley 1991). Women with alcohol problems are more likely 
than women without alcohol problems to: 
• have grown up in disruptive family environments (Velleman and 
Orford 1993); 
• report their mothers as cold, domineering and severe, and their 
fathers as warm and gentle despite being an alcoholic (Beckman 1976); 
and 
• have experienced the death of a parent, divorce or desertion as a child 
(Beckman 1976). 
Family backgrounds of women with CSA 
There is also some indication that incest victims are more likely to have had 
an alcoholic parent, in particular an alcoholic father (Hurley 1991); (Carson, 
Council et al. 1988); (Herman and Hirschman 1981). Having an alcoholic 
parent may increase the risk for CSA by placing the child at risk through 
neglect or inadequate supervision. Miller and Downs (1993) considered the 
effect of parental alcoholism in the relationship between CSA and alcohol 
abuse in women and found that rates of parent-to-child violence and CSA 
were significantly higher in women with alcohol problems even after 
controlling for parental alcohol problems. 
Research also suggests that disruptive early life experiences are more 
common in women who report a history of CSA. These women are also 
more likely to have: 
• lived without their biological father (Finkelhor 1979); (Herman and 
Hirschman 1981); (Russell 1983); (Bagley and Ramsay 1986); (Finkelhor 
1990); (Mullen, Martin et al. 1996); 
• been socially isolated and have little emotional support, (Finkelhor 
1984); (Fromuth 1986); (Mullen, Martin et al. 1996); 
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• had a mother who was physically or mentally ill or disabled 
(Browning and Boatman 1977); (Mullen, Martin et al. 1996); (Finkelhor 
1984); 
• come from a home that was violent or conflict ridden (Browning and 
Boatman 1977); (Mullen, Martin et al. 1996); 
• had an emotionally and physically distant relationship with one or 
both parents (Finkelhor 1984); (Bagley and Ramsay 1986); 
• had alcoholic parents (Carson, Council et al. 1988); (Herman and 
Hirschman 1981); and 
• experienced physical abuse as a child (Mullen, Martin et al. 1994). 
Given that traumatic and dysfunctional family backgrounds have been 
shown to be associated with both increased levels of CSA, and with the 
development of alcohol problems in women, the difficulty arises in trying to 
interpret the apparent relationship between sexual abuse and alcohol abuse 
in women. Some even argue that sexual abuse has only minimal effects 
upon the child's psychological development (Henderson 1983), or no 
particular detrimental effect at all (West 1988). Indeed, a number of studies 
report that poor family functioning may in fact account for much of the 
variance in the negative outcomes associated with a history of CSA (Conte 
and Schuerman 1987); (Friedrich, Beilke et al. 1987); (Wyatt and Mickey 1987). 
Fromuth (1986) suggested that the increase in psychopathology was due to 
the confounding effects of the sexual abuse with the family background 
variables and concluded that there was little evidence that a history of sexual 
abuse made a unique contribution in predicting later psychological 
adjustment. Similarly, a study by Bagley and Ramsay (1986) also using 
standardised measures of psychiatric symptomatology found parental 
separation, parental coldness and lack of support to be independent 
predictors of mental health outcome in sexually abused women. The 
authors concluded, however, that although CSA occurs more frequently in 
homes that are disrupted by the child's separation from one or both parents, 
and marked by parental coldness or lack of support, sexual abuse is not a 
direct function of these variables. 
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A recent study by Mullen, Martin et al. (1994) using multivariate analysis 
examined the effects of CSA on social, interpersonal and sexual functioning 
after controlling for the potentially confounding effects of risk factors for 
CSA. This is one of the few attempts at examining the long term effects of 
CSA in a community sample of women using differing degrees of severity of 
CSA and controlling for potential confounding by risk factors. The results 
showed that while many of the risk factors for sexual abuse also predicted 
long term outcomes, after adjusting for these, the effects of sexual abuse 
remained significantly associated with a decline in socioeconomic status, 
separation and divorce, having an uncaring and over controlling partner, 
difficulties with their own sexuality, and premarital pregnancy. These effects 
were particularly apparent in women who had experienced CSA involving 
intercourse. 
On the basis of a review of research findings, Browne and Finkelhor (1986) 
offer an explanatory model to account for the trauma of CSA that takes into 
account the child's family and developmental background. The model 
proposes four dynamics: traumatic sexualisation; stigmatisation; betrayal; and 
powerlessness. Traumatic sexualisation results from the sexual abuse and 
leads to sexual dysfunction, flashbacks and problems with intimacy, which 
may result in either an avoidance of sex or a compulsion towards sexual 
activities. Stigmatisation results from the secrecy and shame of the abuse or 
if the chi!d is blamed. Stigmatisation leads to low self-esteem, suicidal 
behaviour, alienation and identification with other stigmatised groups such 
as drug abusers and sex workers. Betrayal occurs when the abuser is a trusted 
adult or when disclosure is not supported and results in a lack of trust in 
others, and vulnerability to further abuse. Finally, the feeling of 
powerlessness defines the abuse experience and could lead to depression, 
anxiety, soma tis a tion, dissociation, vulnerability to further abuse, 
delinquency and aggression. 
This model highlights the importance of family dynamics in the relationship 
between CSA and later problems. It suggests that dysfunctional family 
experiences such as physical and emotional abuse produce powerlessness that 
is exacerbated by sexual abuse. In contrast, a child who is a valuable member 
of a family may be more able to cope and recover from sexual abuse. Indeed, 
women's assessment of the impact of abuse has been shown to be closely 
related to the level of support they received following disclosure (Wyatt and 
Mickey 1987). This highlights the importance of considering the family 
background of women when examining the relationship between abuse and 
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the development of later problems. As Mullen, Martin et al. (1994) have 
noted, the challenge that remains is to disentangle the effects of CSA from 
the effects of family background factors when attributing long-term effects to 
CSA. 
The possibility that disrupted and disadvantaged family backgrounds are 
associated with increased levels of CSA creates a problem for interpreting the 
data on long-term impact. If developmental disadvantages, such as absent or 
inadequate parents, are found more frequently in those suffering CSA, then the 
apparent correlations between CSA and adverse adult outcomes may be 
accounted for by the background factors predisposing to CSA and not by the 
CSA itself ... There are already a number of reports which raise the possibility 
that poor family functioning may account for much of the variance in the 
outcome for CSA victims ... Family context may thus not only influence the risks 
of CSA occurring but play a role in determining the nature of any associated 
long-term disabilities (p.36) . 
A number of family background factors were examined as potential 
confounders in this study. The following potential confounders were chosen 
because they were independently related to both the family backgrounds of 
women with alcohol problems and women with CSA. 
1. Alcoholic parent, particularly a father. 
2. Separation from parent through death, divorce, poor mental health or 
illness. 
3. Parenting style. 
4. Dysfunctional family background. This covers a number of factors 
such as emotional and social isolation, physical abuse, problems with 
school, etc (see Chapter 3, Section 3.10 for details). 
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2.3. 7 Effect modifiers in the relationship between CSA and alcohol abuse 
There is also the possibility that various factors are influencing the 
relationship between CSA and alcohol abuse. These variables are termed 
effect modifiers and also need to be considered when examining the 
relationship between CSA and alcohol abuse. 
Research highlights a high degree of co-morbidity operating in women with 
a history of CSA. There is a substantial body of evidence indicating that 
women who have experienced CSA will report experiencing a range of 
adverse mental health outcomes in later life (Herman, Russell et al. 1986); 
(Stein, Golding et al. 1988); (Briere and Runtz 1988); (Pribor and Dinwiddie 
1992); (Kinzl and Biebl 1992); (Yama, Fogas et al. 1993); (Sedney and Brooks 
1984); (Finkelhor and Baron 1986); (Mullen, Romans-Clarkson et al. 1988); 
(Mullen 1993). The co-morbidity of a range of psychiatric symptoms and 
alcohol abuse among women with a history of CSA provides further support 
for the assumption that women might use alcohol as a way of coping with 
negative feelings (Norris 1994); (Beckman 1984). However, alcohol abuse can 
also exacerbate negative symptoms such as depression, anxiety and sexual 
problems. The relationship between alcohol abuse, CSA and the most 
frequently reported effects of CSA are discussed below. 
Anxiety 
Research investigating anxiety among substance abusers is limited, but 
indicates that women with alcohol problems may be more anxious (Gomberg 
1993); (Ross, Glaser et al. 1988). Similarly, anxiety attacks and related 
symptomatology are common complaints reported by adults who were 
sexually abused as children. Research drawing samples from a variety of 
different sources such as mental health facilities, psychiatric patients, 
community samples, and students have reported this increase in anxiety and 
anxiety related symptoms (Sedney and Brooks 1984); (Briere and Runtz 1986); 
(Yama, Fogas et al. 1993); (Pribor and Dinwiddie 1992); (Herman, Russell et al. 
1986); (Kinzl and Biebl 1992). 
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Depression 
A relationship has been found between depression and substance abuse in 
women (Gomberg 1993); (Copeland and Hall 1992). A review of the literature 
on substance abusers and depression indicates that women may have a 
greater prevalence of primary depression than male substance abusers 
(Copeland and Hall 1992). Similarly, depression is one of the most frequently 
reported effects of CSA (Finkelhor and Baron 1986); (Bagley and Ramsay 
1986); (Herman and Hirschman 1981); (Sedney and Brooks 1984); (Pribor and 
Dinwiddie 1992); (Yama, Fogas et al. 1993); (Gold 1986). 
Suicidal behaviour 
Increased suicide attempts and ideation have been more frequently reported 
in women with histories of CSA than women without such histories 
(Romans, Martin et al. 1995); (Kilpatrick 1986); (Sedney and Brooks 1984); 
(Carmen, Rieker et al. 1984). A relationship between alcohol abuse and 
suicide attempts has also been reported (Copeland and Hall 1992). A study of 
female adolescents in treatment for substance abuse reported an increased 
risk of suicide among CSA survivors (Edwall, Hoffman et al. 1989). 
Self-esteem 
Low self-esteem is frequently reported as an effect of CSA (Bagley and 
Ramsay 1986); (Herman and Hirschman 1981); (Carmen, Rieker et al. 1984); 
(Hart, Mader et al. 1989); (Gold 1986). Childhood sexual abuse is believed to 
result in lowered self-esteem, guilt, self blame, perceived powerlessness, and 
interpersonal dysfunction that may lead to increased self destructiveness 
(Briere and Runtz 1986). A relationship between low self-esteem, poor self-
concept and alcohol abuse in women has also been reported (Beckman 1980); 
(Turnbull and Gomberg 1990). 
Re-victimisation 
Research suggests that women who have been sexually abused in childhood 
are more vulnerable to later physical and sexual abuse as an adult (Fromuth 
1986); (Seigel, Sorenson et al. 1987); (Walker, Katon et al. 1992); (Bryer, Nelson 
et al. 1987); (Russell 1986). This relationship has also been reported in 
women with alcohol problems. Miller, Downs et al. (1989) found that women 
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in treatment for alcohol problems had a greater risk of being abused by their 
spouses. 
Homosexuality 
A small number of studies have examined the relationship between CSA 
and homosexuality, suggesting an association between CSA and later 
homosexual behaviour (Fromuth 1986); (Meiselman 1979). Similarly, a 
significantly higher proportion of women who identify as lesbians have been 
reported to drink excessively and/ or experience problems with alcohol 
(Hughes and Wilsnack 1994). 
Eating disorders 
Research suggests that eating disorders, in particular bulimia, are common 
amongst women alcoholics (Goldbloom 1993); (Ross, Glaser et al. 1988); 
(Holderness, Brooks-Gunn et al. 1994). There has been recent interest in the 
possibility that CSA may be a risk factor for eating disorders such as bulimia 
and anorexia nervosa. However, this remains controversial. Some studies 
support a relationship (eg., Oppenheimer, Howells et al. 1985; Root and 
Fallon 1988), while others do not (eg., Folsom, Krahn et al. 1993; Finn, 
Hartman et al. 1986). A review of the literature by Pope and Hudson (1992) 
criticised studies that supported a relationship due to the lack of control 
groups employed. However, more recent research by Wonderlich, Wilsnack 
et al. (1996) based on a representative national sample of women would 
suggest otherwise. Sexually abused respondents were found to engage in 
significantly more binge eating than the non abused group. The results also 
indicated that approximately one-third (34%) of the women displaying a 
combination of bingeing, counteractive behaviour and excessive weight 
concern would not have experienced these problems if they had not been 
sexually abused as a child. 
Sexual dysfunction and intimacy problems 
Sexual dysfunction and intimacy problems are frequently reported in women 
with substance abuse (Ross, Glaser et al. 1988); (Schaefer, Evan et al. 1985); 
(Wilsnack 1991); (Beckman 1984); (Covington and Kohen 1984). Numerous 
studies have also found that women who experienced CSA experience 
various kinds of sexual problems as adults. These include: less frequent 
orgasms; more sexual partners; less responsiveness; less sexual satisfaction; 
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and sexual avoidance (Tsai, Feldman-Summers et al. 1979); (Herman and 
Hirschman 1981); (Briere 1988). 
Expectations of alcohol as a sexual disinhibitor 
Evidence exists that alcohol consumption in women decreases physiological 
sexual arousal (Lang 1985). However, there is evidence to suggest that both 
men and women expect alcohol to have a positive effect on sexual relations 
(Wilsnack 1991). Such an expectation may act as a motivation for drinking 
among women. Although there has been no research examining the effect of 
this expectation on women with a history of CSA, it may be particularly 
relevant to these women as they are at increased risk of developing sexual 
problems (eg., Briere 1988). 
Two main theoretical models have been proposed to explain the relationship 
between expectations and alcohol use (Shapiro and Morris 1978). The 
attribution theory states that individuals will search for environmental, 
situational and other factors to explain non-specific states of arousal, such as 
those produced by alcohol at low levels (Marlatt and Rohsenow 1980). 
Research has shown that women are more likely than men to believe that 
drunk people are unable to control their behaviour and that they are not 
responsible for that behaviour (Critchlow 1986); (Sobell and Sobell 1975). 
Critchlow (1986) asserts that women may hold this view because they are 
often the victims in alcohol related situations that involve violence, such as 
domestic violence and sexual assault. Women may feel that blaming alcohol 
is less threatening than the alternative of blaming the man himself, or of 
confronting the fact they are in a non-caring relationship. 
Related to attribution theory is the proposition that alcohol provides a 
culturally sanctioned 'time out' period (MacAndrew and Edgerton 1969). 
Intoxication is a signal that the normal rules of the social order are 
suspended for a time allowing people to engage in behaviour otherwise 
viewed as socially undesirable. The 'excuse' is then placed on alcohol as 
opposed to the individual. In our society this excuse is related to the 
expectancy that alcohol is a disinhibitor. People assume that since alcohol 
affects our motor abilities, it must also impair some of our social behaviour 
as well. 
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For some women, these expectancies may contribute to alcohol consumption 
in sexual situations and to the subsequent feelings and behaviour 
experienced during these situations. Indeed, a study by Beckman (1979) of 
women alcoholics and non-alcoholics found that women alcoholics were 
more likely to report that they desire, engage in, and enjoy sexual intercourse 
more after drinking. They also reported that after drinking they had sex with 
people with whom they normally would not if they had not been drinking 
and that they did things when drinking that they would not do if they were 
not drinking. 
The little research that exists about alcohol expectancies and actual sexual 
behaviour, is conflicting. Some studies have reported that women's beliefs 
about the effects of alcohol on sexual disinhibition are manifested in their 
actual sexual behaviour, while other studies have shown that beliefs do not 
automatically mean sexually disinhibited behaviour. The latter studies 
suggest that while the majority of women reported that drinking decreased 
their sexual inhibition, they initiated intercourse less frequently when they 
were drinking (Critchlow Leigh 1990); (Harvey and Beckman 1986). 
Expectations of alcohol as a sexual disinhibitor are important as they may act 
as a mediating factor between CSA and the development of alcohol abuse in 
women. 
In order to take into account effect modifiers, specific questions were asked in 
this study about: 
• having an alcoholic partner; 
• having low self-esteem; 
• suffering depression; 
• experiencing domestic violence; 
• being raped as an adult; 
• being a lesbian; 
• suffering from sexual problems; 
• being in uncaring and unsupportive adult relationships; 
• 
• 
having high expectancies of alcohol as a sexual disinhibitor; 
self-reported problems with eating disorders, gambling, violence, drug 
use, drinking, mental health, police; and school; 
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• running away; and 
• suicide attempts (see Chapter 3, Section 3.10 for details). 
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Chapter 3 Methodology 
3.1 Introduction 
This chapter describes the methodology used in the study of the relationship 
between a history of CSA and the development of alcohol abuse in women. 
It begins with a discussion of the rationale for a case control design, followed 
by a synopsis of the overall study design and survey procedure. The required 
sample size and power calculations are presented followed by the sampling 
strategy. The definition and selection of cases and controls are outlined along 
with the definitions of disease and exposure and how the prevalence of 
reported CSA was determined. Attention is then given to the development, 
pretesting and piloting of the study instruments and the actual survey 
procedure employed. Finally, this Chapter describes the identification and 
measurement of confounding and effect modifying variables. 
3.2 Case control design 
As discussed in Chapter 1, Section 1.3, two main types of observational 
epidemiological study designs can be used to investigate the association 
between a disease of interest (ie, alcohol abuse) and an exposure variable (ie, 
CSA). The first is a cohort study which involves identifying individuals 
with the exposure of interest and following them over a number of years to 
see if the disease develops. This method is obviously not possible within a 
tight time frame or a limited budget. The second is a case control study 
which also examines the relationship between an exposure and disease, but 
does so by identifying individuals with the disease (cases) and individuals 
without the disease (controls), and then looking backwards in time to 
compare their relative frequency of exposure. I chose the case control design 
because it has the potential to provide valuable information on the 
association between alcohol abuse and CSA. It also allows for an evaluation 
of a wide range of potential causal factors and particularly, the 
interrelationships between these factors and the disease without the 
impracticalities of the cohort design. 
The main problems with the case control design, however, are its 
retrospective nature and the potential for bias (see Chapter 8 for discussion of 
bias). The potential for bias requires that the selection and definition of cases 
and controls, and the reporting of exposure among cases and controls, are 
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carefully considered at the design stage. There were a number of issues 
related to this which needed to be considered. The first concerned the 
method used for identifying individuals with alcohol abuse. There were two 
options, using women in treatment for alcohol abuse (hospital-based case 
control study) or women with alcohol abuse in the general population 
(population-based case control study). The use of women from treatment 
centres would have been easier in terms of identifying and accessing cases, 
however, the advantages of the population based study are that it avoids bias 
arising from whatever selection factors might lead to a woman using an 
alcohol treatment facility. It also allows for a description of the entire picture 
of that disease in that population and the direct computation of rates of 
exposure in diseased and non diseased individuals. I therefore decided to use 
a random sample of women selected from the general population. 
The other issue which needed to be considered was whether individuals 
with the disease represented either incident (newly diagnosed) or prevalent 
(existing at a point in time) cases. Prevalent cases were used as the nature of 
alcohol abuse made it very difficult to identify newly diagnosed cases. 
However, the use of prevalent cases can present problems in the 
interpretation of the findings as they may reflect determinants of duration as 
well as the development of the disease. The effect of CSA on the duration of 
alcohol abuse needs to be known in order to determine the extent to which a 
particular characteristic is related to the prognosis of the disease rather than 
its cause. The issue of duration of disease was analysed in Appendix A and 
showed no difference between exposed and unexposed women in their 
duration of disease. 
In general, the nature of retrospective studies also means that it can be 
difficult to ensure that reported events relate to a time before the 
development of the disease rather than to a consequence of the disease 
process itself. In this study, the exposure of interest has to have occurred 
prior to the age of 16 years, which makes it very unlikely that alcohol abuse 
would have preceded the exposure. 
Given these caveats, a well designed and conducted case control study can 
provide valuable information on the association between alcohol abuse and 
CSA in women taking into account the effect of possible confounding factors . 
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3.3 Synopsis of study design and sampling procedure 
A case control design was chosen to examine the relationship between CSA 
and alcohol abuse in Australian women and specifically to answer the 
research questions: 
1. Is a history of CSA significantly greater in women who abuse alcohol? 
2. What is the relationship between CSA and alcohol abuse when 
confounding and effect modifying variables are taken into account? 
The case control design allows a comparison to be made between women 
with alcohol problems (cases) and women without alcohol problems 
(controls). By comparing the relative frequency of CSA among these women 
an odds ratio can be estimated, that is, the ratio of the odds of disease (alcohol 
abuse) in the exposed women (women with CSA) relative to the unexposed 
women (no CSA). The random population based sample was used to answer 
two subsidiary research questions: 
3. What is the prevalence of alcohol abuse amongst Australian women? 
4. What is the prevalence of CSA amongst Australian women? 
The first step was to obtain a sample of women who currently either had an 
alcohol problem or identified themselves as 'alcoholic' (cases) and a sample 
of women who did not have a current alcohol problem and did not identify 
themselves as 'alcoholic' (controls). These women could then be compared 
on their relative exposures to CSA. A community sample was used to 
identify both drinkers and non drinkers. The Australian Electoral Roll 
provided the sampling frame from which eligible cases and controls were 
selected (see Section 3.4 for details). An initial screening questionnaire 
designed to measure alcohol problems was sent to women randomly selected 
from the electoral rolls of Australia. This questionnaire asked about 
drinking history and current alcohol consumption patterns as well as alcohol 
related problems (see Section 3.8 for details). From the completed 
questionnaires cases and controls were identified (see Section 3.6 for selection 
criteria. See Chapter 5 for results of alcohol screening questionnaire). 
All cases and a random sample of controls were then sent a second 
questionnaire which contained questions designed to measure the exposure 
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variable, CSA (see Section 3.7 for details on measurement of CSA). The 
responses to the second questionnaire were then compared between cases 
and controls to obtain a ratio of the odds of alcohol abuse in women who 
have experienced CSA relative to unexposed women (Chapter 7). Figure 3.1 
shows the overall study design for stage 1 and stage 2 of the survey. 
Figure 3.1: Research design 
Source Population 
Australia-wide Survey 
Electoral Roll 
• 
Stage 1 
Alcohol Screening Questionnaire 
I \ -
Identify Cases I I Identify Controls 
"--.. ✓ 
Stage 2 
Questionnaire 2 sent to 
all Cases and a random 
sample of Controls 
I 
Identify Childhood 
Sexual Abuse in 
Cases 
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3.4 Sampling frame and sample selection 
3.4.1 Sampling frame 
The Australian Electoral Roll provided the sampling frame used to obtain a 
list of eligible cases and controls in the entire population of Australian 
women. The Electoral Commission was unable to provide a list of names for 
women only or for designated age groups due to privacy legislation. 
Therefore, the Electoral Commission provided a sample of both men and 
women from each State/Territory of Australia using the most up to date 
electoral rolls. The sample provided by the Electoral Commission was 
stratified by State and Territory to represent the proportion of women in each 
State and Territory of Australia. For example, 33 per cent of the sample were 
chosen from NSW, 25 per cent from Victoria and so on. As can be seen from 
Table 3.1, the geographical distribution of the final sample of women was 
proportionally similar to that of the Australian population. 
As voting is compulsory in Australia for citizens over the age of 18, the 
electoral roll is considered to be a good representation of the adult 
population. (Note: the electoral roll contains some 17 year olds, since 
Australian citizens can register on the electoral roll anytime between their 
17th and 18th birthdays.) The Electoral Commission estimates that 96 per 
cent of all eligible electors are on the roll. Excluded from the data provided 
by the Electoral Commission were silent electors, itinerant electors, eligible 
overseas electors, kin of eligible overseas electors, Norfolk Island electors, 
provisional electors awaiting citizenship, Federal only voters and State only 
voters. The above electors represent approximately 2 per cent of the total 
enrolled population. The main problem with the electoral roll is the 
exclusion of non Australian citizens, representing 12.3 per cent of the total 
Australian population (Australian Bureau of Statistics 1993). Therefore, 
overseas born women will be under represented in the sampling frame. 
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Table 3.1: Proportion of Australian population identified as women, by state 
and territory, 1991 * 
State/ 
Territory 
NSW 
VIC 
QLD 
WA 
SA 
TAS 
ACT 
NT 
TOTAL 
Total 
persons-
Australia 
5,401,881 
4,019,478 
2,587,315 
1,406,929 
1,345,945 
436,353 
249,407 
154,844 
Total 
women-
Australia 
2,717,311 
2,028,009 
1,291,685 
699,360 
679,985 
219,873 
124,273 
73,344 
Total 
women 
aged 
20-65 ** 
1,667,399 
1,254,997 
858,777 
462,288 
411,544 
129,578 
84,811 
51,572 
15,602,152 7,833,840 4,920,966 
% of women Final 
20-65 years sample size 
in each state by state 
(34) 1975 
(26) 1504 
(17) 1118 
(9) 597 
(8) 480 
(3) 178 
(2) 102 
(1) 46 
(100) 6000 
% of 
womenm 
final 
sample by 
state 
(33) 
(25) 
(19) 
(10) 
(8) 
(3) 
(2) 
(1) 
(101) 
* ABS Census of Population and Housing 1991. ** At the time of determining the above 
calculations it was not possible to obtain data for 18-65 year old women, hence 20-65 year old 
women were used. 
3.4.2 Sample selection 
A list of 12,000 randomly selected names and addresses of both males and 
females was provided on floppy disk by the Electoral Commission. The 
names and addresses of women were selected from this list by manually 
deleting male names and addresses from the list. The majority of names 
included both first and middle names, making it relatively easy to determine 
if the person was male or female. When it was not possible to tell whether a 
person was male or female, the name was deleted. This may have resulted 
in the exclusion of some women, especially women from non-English 
speaking backgrounds, but only very small numbers would have been 
affected. 
The Electoral Commission was unable to provide data from the South 
Australian roll so this had to be extracted separately. The names of 480 South 
Australian women were selected manually from the South Australian 
electoral roll. This was achieved by dividing the number of South 
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Australian women required by the number of microfiches available and 
taking an equal number of names from each fiche. The names were selected 
by following a random number table using the grid format of the fiche. If the 
name selected was a male name the next female name was taken. There 
were no cases in which sex could not be determined. 
3.4.3 Sample size to estimate prevalence of CSA amongst Australian women 
In order to answer research question 1, the required sample size needed to 
estimate the prevalence of CSA amongst Australian women using a random 
population survey was calculated using standard sample size formulae for 
estimating a population proportion (Dean, Dean et al. 1994). Using a 
population estimate of 6,826,100* and an expected percentage of CSA of 15 per 
cent1, the required minimum sample sizes to estimate the percentage of CSA 
to within 5 per cent, with different confidence levels are given in Table 3.2. 
From these calculations it can be seen that a sample of at least 338 women 
was needed to determine the prevalence of CSA with the highest precision. 
Table 3.2: Minimum sample size required for the estimation of CSA prevalence 
of approximately 15% to within 5%, for a population survey of Australian women 
Confidence level 
80% 
90% 
95% 
99% 
Sample size 
84 
138 
196 
338 
*ABS Census of Population and Housing, 1991 (Females aged over 15 years). 
1CSA involving at least genital contact is estimated at 10 to 15% (Wyatt 1985); (Russell 1983); 
(Bagley and Ramsay 1986); (Mullen, Romans-Clarkson et al. 1988). The estimate of 15% was 
chosen as it would lead to the most conservative sample size. 
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3.4.4 Sample size, power calculations, odds ratio, ratio of cases to controls 
The required sample size to show a relationship between alcohol abuse and 
CSA depends on the relative frequency of CSA among controls in the target 
population, the smallest relative risk required to be detected, the desired 
level of significance, the desired study power and the relative number of 
controls to cases. Table 3.3 below shows the minimum number of cases and 
controls needed in order to obtain a minimum odds ratio of 2. A minimum 
odds ratio of 2 was chosen because the number of required cases for an odds 
ratio less than 2 was too large and unmanageable given the financial 
resources of the study. An odds ratio of less than 2 is also not considered to 
be a very significant risk factor. These calculations were based on 95 per cent 
level of significance, 80 per cent power and on an estimate of the prevalence 
of CSA in the general community of 15 per cent. 
It can be seen from Table 3.3 that in order to detect a relationship with equal 
number of cases and controls, a sample size of 225 cases and 225 controls was 
needed with 95 per cent confidence and 80 per cent power. Chapter 2 showed 
the prevalence of alcohol abuse amongst women in the community could be 
as low as 5 per cent (Risk Factor Prevalence Study. Survey No.3 1990) (see 
Chapter 2, Section 2.1 for details). Assuming a prevalence rate of 5 per cent 
for women in the general community with alcohol abuse, this meant that 
approximately 12,000 women would need to be sampled to obtain 225 cases 
given an -expected response rate of 70% for both stages of the survey. A 
survey of this size was not possible given the available budget resources. An 
alternative way to detect the relationship while maintaining the same power 
and confidence level was to increase the ratio of controls to cases. A sample 
of 338 women was needed to estimate the prevalence of CSA with 99 per cent 
confidence. Table 3.3 shows that the minimum ratio required to detect the 
prevalence of CSA with this degree of confidence is 1:3. However, since this 
still requires a considerable number of cases a ratio of 1:5 was chosen. The 1:5 
ratio provided more than enough controls to measure the prevalence of CSA 
while requiring a minimum number of cases for 95 per cent confidence and 
80 per cent power. This meant that a final sample of at least 127 cases and 635 
controls would be needed. 
A response rate of 70 per cent was anticipated for both stages of the survey 
and was used to determine the initial sample size required for Stage 1 - total 
sample n=6000; response rate for Stage 1 (70% of 6000) n = 4200; number of 
cases estimated at 5 per cent, n=210; response rate for Stage 2 (70% of 210); 
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final number of cases n=147. While the required number of cases was 127, an 
overall sample size of 6,000 was chosen as it provided 147 cases which 
allowed for the possibility of a lower response rate than was used as the basis 
for the above calculations. 
Table 3.3: Unmatched case control study sample sizes for 15% exposure in 
controls 1 
Confidence Power Odds Cases* (n) Controls(n) Ratio Total 
ratio 
95% 80% 2.00 225 225 1:1 450 
164 328 1:2 492 
144 432 1:3 576 
133 532 1:4 665 
127 635 1:5 762 
123 738 1:6 861 
*The prevalence of cases in the community was estimated at 5 per cent. As shown in Chapter 2, 
Section 2.1 the prevalence of alcohol abuse in women ranges from 5 per cent to 21 per cent 
depending on the definition of 'abuse' used. The most conservative estimation of alcohol abuse 
was used in this study. 
1Odds ratios calculated using Epi Info (Dean, Dean et al. 1994). 
3.5 Definition of disease (alcohol abuse) 
The definition of disease (alcohol abuse) is one of the first issues to be 
considered in a case control study. To ensure that the definition 1s as 
comparable as possible, strict diagnostic criteria are also needed. 
3.5.1 Definition of alcohol abuse 
Alcohol use can be viewed along a continuum ranging in severity from safe 
use of alcohol to alcohol dependency. Alcohol 'use' can be measured 
through the calculation of quantity and frequency measures of alcohol 
consumption with increasing quantities and consumption indicating more 
harmful use. Alcohol 'dependency', on the other hand can be measured 
through a variety of standardised tests. The concept of an Alcohol 
Dependence Syndrome (ADS) was developed by Edwards and Gross (1976). 
In 1977, a World Health Organisation (WHO) expert committee provided an 
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outline of the ADS which resulted in it officially replacing the commonly 
used term 'alcoholism' in the International Classification of Diseases in 1979 
(Davidson 1987). This syndrome comprised seven clinically recognisable 
elements, each of which varied in terms of severity and allowed for 
dependency to be seen as a continuum ranging from mild to severe. The 
elements of the syndrome are: (1) narrowing of drinking repertoire, or the 
idea that with increasing dependence drinking behaviour becomes more 
stereotyped; (2) salience of drink seeking behaviour, or the extent to which 
drinking comes to be valued over other competing activities; (3) an increased 
tolerance to alcohol; ( 4) the experience of repeated withdrawal symptoms; (5) 
drinking to minimise or stave off such withdrawal symptoms; (6) subjective 
awareness of a compulsion to drink alcohol and in particular that a few 
drinks may increase desire for more; and (7) a more rapid reinstatement of 
the above elements after a period of abstinence in individuals who have 
developed a severe degree of dependence. 
3.5.2 Development of screening measures 
The concept of ADS has proved extremely useful as a practical day to day 
management tool for clinicians. It has provided a means to measure and 
predict dependence in people which has helped in setting treatment goals, 
management plans and in the prevention of relapse (Davidson 1987). In 
addition, it has provided a theoretical basis on which screening measures and 
assessment procedures could be developed to measure alcohol dependence. 
The development and testing of screening measures designed to gauge 
alcohol dependence and abuse is an active research area (Fleming, Barry et al. 
1991); (Barry and Fleming 1993). Such an interest can be seen to be due to the 
limitations inherent in the first generation questionnaires, such as: an 
absence of information on quantity/ frequency measures; patterns of 
drinking; differentiation between past and recent use; assessment of the 
presence of DSM-III criteria; and the absence of physical or laboratory tests 
(Fleming, Barry et al. 1991). 
A review of self-report screening measures by Davidson (1987) indicates that 
first generation tests emphasised the detection of alcoholism as a present or 
absent state. The notion of dependency as a continuum and the fact that 
individuals can move in and out of problem drinking in response to 
environmental changes were not considered. In the development of second 
generation screening measures it was important to take into account the 
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assessment of severity of dependence and the variations in dependence over 
time. 
3.5.3 The Alcohol Use Disorders Identification Test (AUDIT) 
A number of self-report measures have been developed on the theoretical 
basis of the alcohol dependency syndrome (Davidson 1987). These screening 
tests can be distinguished from their predecessors in that they have a 
demonstrated and clearly articulated underlying theoretical basis and they do 
not attempt to assess other conceptually distinct aspects of alcohol misuse. 
The Alcohol Use Disorders Identification Test (AUDIT) is one such screening 
test. Commissioned in 1982 by the World Health Organisation, its purpose 
was to identify people at risk of developing alcohol problems. Unlike 
previous screening measures, its focus was on identifying the early signs of 
harmful and hazardous drinking and to identify mild dependence 
symptoms. Harmful alcohol use was defined as a pattern of drinking that is 
already causing damage to health. Damage may be either physical (eg., 
alcohol related injuries) or mental (mild dysphoria following heavy 
drinking). Hazardous alcohol use was defined as an established pattern of 
drinking that carries with it a high risk of future damage to physical or 
mental health, but which has not yet resulted in significant medical or 
psychiatric ill effects (Saunders, Aasland et al. 1993). 
The AUDIT is a 10 item questionnaire covering three domains: alcohol 
consumption; alcohol related problems; and abnormal drinking behaviour 
(Saunders, Aasland et al. 1993). Each question is scored from O to 4 with a 
maximum score for the total instrument of 40 points and with increasing 
score rep re sen ting increasing severity. An original cut off score of 10 / 11 for 
hazardous alcohol use was recommended by the WHO, however this was 
later revised and lowered to 8 or 10. The choice to use a cut off score of 8 or 
10 should be made on the basis of the required specificity and sensitivity for 
the study. The lower cut off score of 8 provides higher sensitivity (92% for a 
score of 8 versus 80% for a score of 10) while the cut off score of 10 provides 
greater specificity (98% for a score of 10 versus 94% for a score of 8) (Centre for 
Drug and Alcohol Studies 1993). The choice of a cut off score for AUDIT as a 
predictor of medical and social consequences was examined recently in a 
longitudinal study of ambulatory care patients. Cut off scores of 7 to 8 were 
found to maximise the prediction of trauma and hypertension while scores 
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of 12 and 22 were better predictors of alcohol related social problems and liver 
disease (Conigrave, Hall et al. 1995). 
The psychometric properties of the AUDIT have been tested using a number 
of adult samples. The results have consistently reported good internal 
reliability ranging from 77 per cent (Schmidt, Barry et al. 1995) to 86 per cent 
(Barry and Fleming 1993) and high validity (eg., Bohn, Babor et al. 1995). 
However, the usefulness of AUDIT as an instrument to identify hazardous 
and harmful alcohol consumption among entire populations and specifically 
among women has only recently been examined. In a Finnish study on 
drinking among women, the AUDIT was used to identify the prevalence of 
hazardous alcohol consumption among 6,000 women (20-64 years) living in 
the Helsinki region (Holmila 1993). Nine per cent of women scored 10 or 
more. Similar results were reported using the AUDIT on a random 
community sample of 3369 respondents of the Finnish population (Holmila 
1995). The corresponding figure in this study for a cut-off score of 10 or more 
for women of the same age group and living in the same region was 10 per 
cent. However, using a cut-off score of 11 across all age groups, 22 per cent of 
men and only 5 per cent of women were classified as hazardous drinkers . 
Hazardous drinking was more common among young people (15-19 years). 
A recent Australian study used the AUDIT to measure alcohol consumption 
among a general population sample of women from an inner city suburb in 
Melbourne. Using a cut off score of 8, 21 per cent of women were at risk of 
having alcohol problems. Such a high proportion of hazardous drinkers is 
most likely a reflection of the fact that the sample consisted of mainly young, 
unmarried women (Banwell, O'Brien et al. 1996). 
A number of sub population studies have used the AUDIT to examine 
drinking patterns and to detect problem drinkers using cut off scores of 11 
and 8. Using a cut off score of 11 for hazardous drinking, positive AUDIT 
scores were recorded for: 33 per cent of medical students (Varga and Buris 
1994 ); 13 per cent of patients in an adult primary care sample (Barry and 
Fleming 1993); 30 per cent of men and 5 per cent of women in a random 
sample of 310 long term unemployed people in Norway (Claussen and 
Aasland 1993); and 40 per cent of college undergraduates in America 
(Fleming, Barry et al. 1991). For a cut off score of 8, the prevalence of positive 
scores on the AUDIT ranges from 30 per cent of men and 8 per cent of 
women in a random sample of 310 long term unemployed people in Norway 
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(Claussen and Aasland 1993); to 52 per cent of men and 17 per cent of women 
in a sample of orthopaedic inpatients in Australia (Poon, Owen et al. 1994). 
3.5.4 Measurement of alcohol abuse 
The AUDIT was chosen to measure alcohol abuse because it provides a 
measure of alcohol use along the continuum from safe use to dependent use. 
As discussed above, the primary purpose of the AUDIT is to identify people 
at risk of developing alcohol problems. As well as using an overall score to 
detect people at risk of developing drinking problems, the AUDIT can also be 
used to examine an individual's drinking behaviour in more detail. The 
individual questions of the AUDIT can be used to examine the following 
three domains of hazardous, harmful and dependent drinking: 
1. Questions 1 to 3 ( questions 3 to 5 on Alcohol Screening Questionnaire) 
examine the quantity and frequency of drinking. These questions are 
designed to assess hazardous alcohol consumption and to inquire 
about 'at risk' alcohol consumption. A combined score of 4 or more 
classified drinking as Hazardous (see Chapter 5, Section 5.1.1). 
2. Questions 4 to 6 (questions 6 to 8 on Alcohol Screening Questionnaire) 
inquire about abnormal drinking behaviour and are designed to screen 
for early or more established alcohol dependence. A combined score of 
4 or more indicates the existence of or emergence of alcohol 
dependence (see Chapter 5, Section 5.1.2). 
3. Questions 7 to 10 (questions 9 to 12 on Alcohol Screening 
Questionnaire) inquire about problems caused by alcohol consumption 
and adverse consequences of drinking. A combined score of 4 or more 
indicates the existence of problems and is defined as Harmful drinking 
(see Chapter 5, Section 5.1.3). 
Each of the 10 items in the AUDIT are scored from O to 4 with a maximum 
score for the total instrument of 40 points and with increasing score 
representing increasing severity. A cut off score of 10 was selected as it 
provided a more rigorous criteria for the selection of cases (specificity = 98% 
and sensitivity = 80%) (Centre for Drug and Alcohol Studies 1993) (see 
Appendix C for copy of AUDIT questionnaire). 
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3.5.5 Measurement of the severity of disease 
The AUDIT provides a continuous score variable ranging from 0 to 40, so a 
dose response measurement for severity of alcohol abuse can be obtained. 
All scores above 10 indicated a problem with alcohol, while scores above 20 
indicated dependence on alcohol. This continuum was used to develop a 
measure of severity of alcohol problems. Past drinkers and non-drinkers 
were excluded from the dose response analysis (see Chapter 7, Section 7.2.6). 
3.6 Definition of cases and controls 
Cases were women aged 17 and above who were identified as drinking to at 
least harmful levels as measured by their total score on the AUDIT screening 
instrument contained in questionnaire one. 
To be a case, women had to meet the following criteria: 
• a minimum score of 10 points on the AUDIT; and/ or 
• identify themselves as a recovering 'alcoholic'.10 
Controls were women aged between 17 and above who met the following 
criteria: 
• a score of less than 10 on the AUDIT; and 
• not identifying themselves as a recovering 'alcoholic'. 
10 
Women who identified themselves as 'alcoholics ' were included as cases to ensure that they were not 
incorrectly identified as controls. 
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3. 7 Definition of exposure (CSA) 
3.7.1 Definition of CSA 
As discussed in Chapter 2, Section 2.2.3, a number of factors need to be 
considered when defining CSA. These are: the upper age limit for CSA; the 
relationship of the victim to the perpetrator (intrafamilial or extrafamilial); 
the age difference between victim and perpetrator (usually minimum of 5 
years difference); and the type of abuse (contact versus non-contact). After 
careful consideration of the international literature on defining CSA the 
following definition for CSA was used: 
• all experiences of sexual contact occurring before the age of 12 with a 
person 5 or more years older, irrespective of consent; or 
• all experiences of sexual contact occurring between 12 and 16 years with 
a person 5 or more years older, unless wanted or not distressing at the 
time. 
Sexual contact was defined as: 
• touching or fondling the child's body, including touching of the 
breasts or genitals, or attempting to arouse the child sexually; 
• attempts to have the child arouse the adult, or touch his/her body in a 
sexual way; 
• the adult rubbing his/her genitals against the child's body in a sexual 
way; 
• touching the child's genitals with the mouth or having the child 
touch the abuser with the child's mouth; 
• attempts to have anal or vaginal intercourse with the child; or 
• anal or vaginal intercourse. 
Childhood sexual experiences such as consensual incidents with peers, 
exhibitionism and verbal propositions were not included as CSA. 
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Women may have reported more than one CSA experience with a different 
perpetrator. For the 21 women who reported more than one CSA experience, 
the most severe experience of sexual abuse was used in the analyses. The 
most severe experience was identified using the following criteria: 
1. The relationship of the abuser ie., intrafamilial versus nonfamilial, 
with intrafamilial considered more severe than stranger or 
acquaintance abuse. 
For women who reported more than one non familial abuse experience, the 
most severe was determined by: 
1. the intrusiveness of the sexual behaviour experienced ie., from genital 
contact to actual intercourse, with the more intrusive behaviours 
considered more severe; and secondly 
2. the duration and frequency of the abuse, with longer lasting abuse 
considered more severe than once only episodes. 
Using the above criteria, there were no instances where it was difficult to 
determine which experience of CSA was more severe. 
3. 7.2 Measurement of CSA 
The measurement of CSA in cases and controls was by a series of questions 
contained in questionnaire 2. Questions were designed to provide initially a 
dichotomous measure of the presence or absence of CSA (CSA Section, 
Questions 1, 2, 5, 7, 9). The questions used to ascertain the prevalence of 
CSA were based on those developed by Wyatt (1985), Russell (1983) and 
Finkelhor (1979). 
An initial screening question was asked to all women, "Have any of the 
following sexual experiences happened to you before you turned 16 years of 
age? ": 
(1) someone exposed themselves (their genitals) to you; 
(2) someone masturbated in front of you; 
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(3) someone tried to sexually arouse you; 
(4) someone touched or fondled your body, including your breasts or genitals; 
(5) someone made you arouse them, or touch their body in a sexual way; 
(6) someone rubbed their genitals against your body in a sexual way; 
(7) someone touched your genitals with their mouth; 
(8) someone made you touch their genitals with your mouth; 
(9) someone tried to have intercourse with you; 
(10) someone had intercourse with you; 
(11) someone tried to have anal intercourse with you; 
(12) someone had anal intercourse with you; or 
(13) other sexual experience involving a relative, family friend or stranger. 
Women were asked to indicate 'never', 'once' or 'more than once' to each of 
the above questions. At this stage they were also asked to indicate their age 
the first time this happened and the other person's age. 
If they answered 'yes' to any of the above sexual experiences, women were 
asked to answer a series of detailed questions for each sexual experience. 
Women were able to provide information on up to three different 
experiences of sexual abuse on the questionnaire. For each experience 
disclosed, a detailed account was provided of the type of abuse, age at the time 
of abuse, relationship of the abuser, age of the abuser, duration and frequency 
of the abuse, whether or not force or coercion was used, whether or not the 
abuse was disclosed and the self-perceived short and long term effects of the 
abuse. They were also asked to provide additional information for any other 
sexual experiences they might have had with another person. No woman 
did this. 
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The occurrence of CSA was initially determined by myself as each 
questionnaire was returned. These were then analysed by two independent 
researchers who each decided whether or not the criteria had been met. 
Those cases in which there was disagreement between the researchers were 
discussed as to whether or not they met the criteria for inclusion or 
exclusion, and a final decision was made. 
3.8 Development of the survey instruments 
3.8.1 Pilot studies and pre-testing of the alcohol screening questionnaire 
A pilot questionnaire was initially tested amongst colleagues, friends, 
students and female workers at a child care centre. It was later formally 
tested in a mail based pilot study which was designed to assess the feasibility 
of the recruitment strategy, design, and sample size calculations described in 
Section 3.4 and the appropriateness of the survey instrument. 
The pilot study took place between February and April 1994. A random 
sample of 110 women was selected from the Electoral Rolls of the Australian 
Capital Territory (n=40), New South Wales (n=30) and Western Australia 
(n=40). One hundred and ten screening questionnaires were sent out 
together with a covering letter, a flier introducing myself as the researcher 
conducting the project and a reply paid envelope. The questionnaires were 
identified numerically from 1 to 110 with matching numbers on the address 
labels. 
The pilot resulted in minor changes in wording and the addition of two 
questions. It showed that the response rate on which the calculations were 
based (70%) was achievable. The response rate for the pilot was 76 per cent. 
The study also included a third follow-up for the questionnaire. The results 
showed that this did not result in any significant further returns (0.05%) and 
a third follow-up letter was therefore not included in the final survey. 
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3.8.2 Description of the study variables in the alcohol screening questionnaire 
The final version of the alcohol screening questionnaire contained 21 
questions. It consisted of 4 pages, a title page explaining the purpose of the 
study, two pages of questions and a page for comments. A copy of the alcohol 
screening questionnaire is at Appendix C. Variables examined in the 
screening questionnaire included whether or not women currently drank 
alcohol (q-1), self-perceived 'alcoholic' status (q-2), AUDIT screening 
questions (q3 to q13) and whether or not respondents had ever or were 
currently controlling their drinking (q14-q15). Additional questions were 
also asked about date of birth (q-19), marital status (q-18), educational 
background (q-21), employment status (q-17), language spoken (q-16), and age 
left school (q-20). Informed consent was implied by the return of the 
questionnaire. 
3.8.3 Development of questionnaire 2 - identification of exposure 
A second self-administered questionnaire was developed to measure the 
exposure variable, CSA. The definition of and identification of CSA has been 
outlined in Section 3.7. In addition, questions were asked about demographic 
characteristics, family background, childhood experiences, general health and 
well-being, adult relationships, and sexuality so that possible confounder and 
effect modifier variables could be analysed (see Chapter 2, Section 2.3.6 and 
2.3.7 for details). 
3.8.4 Pilot study and pre-testing of questionnaire 2 
Questionnaire 2 was extensively pilot tested to determine the most 
appropriate way of asking sensitive questions and of accessing information 
on family background variables. Initially, the questions on sexual abuse and 
family background questions were piloted at a therapeutic community in 
Canberra. Some changes resulted from this testing, including changes to the 
wording of questions and the deletion of some questions which were 
peripheral to the aim of the study. Due to the length of the questionnaire, 
considerable analysis was undertaken to determine which questions were 
needed to answer the research questions and which questions, although 
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interesting, were unnecessary. This resulted in the exclusion of many 
questions. 
Questionnaire 2 was later formally tested as the part of the pilot study 
previously discussed in reference to the alcohol screening questionnaire (see 
Section 3.8). A total of 40 questionnaires were sent to women who had 
responded to the first questionnaire. Of these, 33 were returned providing a 
response rate of 73 per cent. Four of these women refused to fill out the 
questionnaire, though they did not specify why. As a result of the pilot study, 
some changes were made to the CSA section. Firstly, the pilot study 
identified that some women were filling out the page of questions which 
listed which sexual behaviours took place but then not turning over the page 
and filling in the details. Two additional questions ('age when the 
behaviours first occurred' and 'age of the perpetrator') were added to this 
page so that the behaviours could be classified as abusive or not, even if no 
other details were provided. Secondly, the number of sexual experiences that 
could be reported was reduced from four to three as no-one in the Pilot study 
reported having had more than three different sexual abuse experiences. 
This shortened the length of the booklet. 
3.8.5 Description of the study variables in questionnaire 2 
The final version of questionnaire 2 contained 184 questions, although not 
all would be relevant to all respondents. The questionnaire was divided into 
8 sections; background questions (15 items); family background (13 items); 
childhood (37 items); general health and well-being (3 items); adult 
relationships (11 items); sexuality (14 items); and childhood sexual 
experiences (30 items). A copy of questionnaire 2 is attached at Appendix C. 
3.8.6 Reliability and validity of questionnaire 2 
Standardised scales and previously validated measures were used where 
possible throughout questionnaire 2. Where scales were not available, 
questions were adapted from research which had examined similar issues. 
For example, the family dysfunction questions were adapted from a study 
looking at the relationship between CSA and mental health in New Zealand 
women (Mullen, Martin et al. 1994). 
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The following validated scales were used in questionnaire 2: Parental 
Bonding Instrument (Parker, Tupling et al. 1979); The Rosenberg Self-Esteem 
Scale (1965) (Blascovich and Tomaka 1991); General Health Questionnaire 
(Goldberg 1978); and the Intimate Bond Measure (Wilhelm and Parker 1988). 
Parental bonding instrument (PBI) 
The Parental Bonding Instrument (PBI) (Parker, Tupling et al. 1979) was used 
to measure emotional abuse. The PBI measures the dimensions of care and 
over-protection or control for each parent. This scale is based on a review of 
the literature suggesting that parental contribution to bonding may be 
influenced by two principal variables - care and psychological control over 
the child. 
The dimension of care is characterised by affection, emotional warm th, 
empathy, and closeness and the other pole by coldness, indifference and 
neglect. The over-protection scale is characterised by control, over 
protectiveness, intrusion, excessive contact, infantilization and prevention of 
independent behaviour. The other pole is characterised by independence 
and autonomy. The scales may be used separately or together to give four 
broad styles of parenting: high care and low control reflecting 'optimal 
parenting'; high care - high control reflecting 'affectionate constraint'; low 
care - high control reflecting 'affectionless control'; and low care - low control 
reflecting 'emotional neglect'. The scale relies on the subject's own 
responses and assumes some degree of parental consistency over the period 
of infancy, childhood and early adolescence. What is measured is the 
person's later judgement of a parent, which is an assessment made after 
childhood and early adolescence. 
Scores for the care scale for mothers ranged from 0 to 36, with a mean score of 
26.5, median of 28 and a standard deviation of 8.2. Scores on the care scale for 
fathers ranged from 0 to 36, with a mean of 24.2, a median of 25.5 and a 
standard deviation of 9 .1. The over-protection scale for mothers obtained a 
range of 0 to 39, a mean score of 13.6, a median of 12.0 and a standard 
deviation of 8.1. For fathers, the over-protection scale ranged from 0 to 39, a 
mean of 13.0, median of 12 and a standard deviation of 7.6. The mean scores 
on the PBI for the sample were the same as those reported by Parker, Tupling 
et al. (1979) and Parker (1989). The median scores were used to form the four 
broad styles of parenting. 
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The self-esteem scale (1965) 
The Rosenberg Self-Esteem Scale (1965) is the most popular measure of global 
self-esteem and is used as a standard against which new measures are 
evaluated (Blascovich and Tomaka 1991). Rosenberg's definition of self-
esteem as a positive or negative attitude towards oneself has good face 
validity. The scale has high internal consistency and test-retest reliability 
(Blascovich and Tomaka 1991). It consists of 10 Likert-type items with scores 
ranging from 10 to 40, with an increasing score indicating higher self-esteem. 
The obtained scores ranged from 13 to 40, with a mean of 31.5, a median of 
31.0 and a standard deviation of 4.9. These scores indicate that overall 
women in the sample had high self-esteem. 
The general health questionnaire (GHQ) 
The General Health Questionnaire (GHQ) was devised as a self-administered 
questionnaire to "identify respondents with a non-psychotic illness by 
assessing the severity of their psychiatric disturbance" (Goldberg 1978). 
Goldberg defines non-psychotic illness as obsessive compulsive neuroses, 
depressive and anxiety neuroses. The GHQ focuses on the present, aiming to 
give information about a respondent's current mental state rather than on 
past or future states. A high score on the instrument generally indicates that 
the person is currently undergoing stress or a period of depression. 
The 12 item version of the GHQ was used in this study. It has been found to 
correlate positively with the longer 30 and 60 item versions (Goldberg 1978). 
It is a well known and extensively validated screening instrument which has 
been tested and validated in a number of cultures and languages including 
Australian populations (Goodchild and Duncan-Jones 1985). In this study 
the scale generated a mean score of 3.4, standard deviation of 2.2, and a 
median score of 3.0. 
The intimate bond measure (IBM) 
The importance of a lack of intimacy as a risk-factor for psychiatric illness has 
been suggested by a number of studies (Wilhelm and Parker 1988). It has also 
been suggested that intimacy and emotional support can act as a protective 
factor against further emotional problems even in situations of adverse 
childhood experiences. The Intimate Bond Measure (IBM) (Wilhelm and 
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Parker 1988) is a self-report measure of two underlying dimensions of 
intimacy: care (expressed as warmth, consideration, affection and 
companionship) and control (suggesting domination, intrusiveness, 
criticism, authoritarian attitudes and behaviours). The scales may be used 
separately or together to give four broad styles of intimate relationships: high 
care and low control reflecting 'optimal intimacy'; high care - high control 
reflecting 'affectionate constraint'; low care - high control reflecting 
'affectionless control'; and low care - low control reflecting an absence of 
intimacy. The IBM provides a simple and efficient measure of two central 
constructs underlying intimate relationships and is ideal for research 
attempting to examine the importance of intimate relationships to the onset 
and course of psychiatric illness. It has high test-retest reliability and validity 
(Wilhelm and Parker 1988). The scale measured the respondents current 
marital or other primary intimate relationship. 
The care scale ranged from O to 36, with a mean of 28.7, median of 31 and a 
standard deviation of 7.6. The control scale ranged from O to 36, with a mean 
of 7.2, a median of 5.0 and a standard deviation of 7.3. The median scores 
were used to form the four broad styles of intimate relationships. 
Expectations of alcohol as a sexual disinhibitor 
Questions were asked about women's expectations of the effects of alcohol on 
their sexual behaviour. These questions relate to outcome expectations of 
alcohol consumption in relation to sexual functioning and form part of a 
larger scale, The Drinking Expectancy Profile (DEP) developed by Young and 
Knight (1989). A total of nine questions asked about women's views and 
beliefs about alcohol in sexual situations (eg., "I enjoy having sex more if I've 
had some alcohol"). Each item was scored using a 5-point Likert scale from 1 
'strongly disagree' to 5 'strongly agree'. A total score was obtained for each 
subject by summing women's answers to the nine questions and then taking 
the mean score for each person. The scores ranged from 9 to 45, with a mean 
of 26 and standard deviation of 6. The median score was 26, higher scores 
indicated greater belief in alcohol as a sexual disinhibitor. As only a section 
of the larger scale, DEP, was used in this study, reliability analysis was 
conducted using Cronbach's alpha. This showed that the nine item scale had 
an alpha of .83, indicating high reliability (see Appendix B for scale reliability 
analysis). 
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3.8. 7 Informed consent and confidentiality 
Respondents were informed that the purpose of the study was to examine 
why women drink alcohol. In the second stage of the survey information 
was sought of an extremely personal and private nature. The covering letter 
and the front page of the questionnaire were designed to alert women to the 
potentially distressing nature of the questions. A 24 hour phone number 
(Life Line) was also provided. 
Confidentiality was assured by using a unique identification numbering 
system for each woman. Women were given a unique identification 
number (ID) which was used on both questionnaires. No names were used 
except on the mailing address labels . The ID was needed as a way of 
recording when women had responded to the questionnaire so that they 
would not be sent a follow-up reminder letter. IDs were also needed to 
identify cases and select controls for the second questionnaire. A separate list 
of ID and surnames was kept on the computer. Access to the computer was 
protected by a password. Women who returned the second questionnaire 
were sent a copy of the main findings of the survey and offered copies of the 
thesis and/ or any published papers originating from the study. They were 
assured that no names or identifying information would be used. 
A summary of the results of both questionnaires was sent to all women who 
participated. Following this, all names and addresses were deleted from the 
computer. Once this had occurred there was no way to link the IDs on the 
questionnaires with the individual women. 
The study proposal was reviewed and approved by the University's Ethics 
Committee. 
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3.9 Survey procedure 
3.9.1 Stage 1 - Alcohol screening procedure 
Stage 1 involved sending out the alcohol screening questionnaire to 6,000 
women. Questionnaires were mailed out together with a covering letter, a 
flier introducing myself as the researcher conducting the project and a reply 
paid envelope. Up to two follow-up letters were sent during this stage of the 
survey. The first follow-up letter was sent one week after the alcohol 
questionnaire and served as both a reminder and a thank you to women who 
had already responded. The second follow-up letter was sent approximately 
three weeks later to women who had not responded and included a new 
questionnaire. Over 50 per cent of the questionnaires which were returned, 
were returned prior to the second follow-up letter. 
Responses were coded as they were received as either cases or controls. They 
were entered into a data base by a data processing firm on an on-going basis as 
it was necessary to know the number of cases and controls received in order 
to conduct stage two of the survey. 
3.9.2 Stage 2 - Questionnaire 2 procedure 
Stage two was conducted in three rounds so that women who had responded 
quickly to the first questionnaire would not have to wait more than four 
weeks for the second questionnaire. By doing this, it was hoped to minimise 
non-response from people changing addresses or losing interest in the 
survey. 
The first round of second questionnaires were sent at the same time as the 
second follow-up to the initial screening questionnaire (that is, exactly four 
weeks after the initial screening questionnaire was sent) . This round 
included all cases received up to this date and also a random selection of 
controls (see below for details of selection) . As the data had already been 
entered it was possible to determine the number of cases and controls 
received and then to select a random sample of controls using SPSS random 
number generation. 
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Since the second questionnaire was being sent at different times, it was 
necessary to ensure that all controls had an equal probability of being selected 
to receive the second questionnaire irrespective of when they returned the 
initial screening questionnaire. Calculations were based on the expected 
response rate and the estimated number of cases in the population (see 
Section 3.4). Assuming a response rate of 70 per cent for both cases and 
controls, and assuming 5 per cent of the population were cases, a total of 910 
controls would be required. The number of second questionnaires sent at 
each round was adjusted so that there was an equal probability of selection 
for controls at each round. The actual procedure followed is described in 
Table 3.4 below. 
The second questionnaire and up to three follow-up letters were sent. The 
first follow-up letter served as both a reminder and a thank you to women 
who had already responded. The second and third follow-up letters were 
sent to women who had not responded and included replacement copies of 
the second questionnaire. The coding and final determination of exposure 
status for questionnaire 2 was postponed until all the data had been collected. 
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Table 3.4: Selection of controls for questionnaire 2 
Estimated sample size 
(n=6000) 
Total 
n= 4200 
Ratio of cases to controls 
based on estimated sample size 
and 70% response rate 
Obtained sample size 
Round 1 
Calculated number of 
controls to be sent 
Obtained sample size 
Round 2 
Calculated number of 
controls to be sent after 
Round 2 
Obtained sample size 
Round 3 
Calculated number of 
controls to be sent after 
Round 3 
Total returned n =3956* 
Cases n = 184 ** 
n=2191 
=2067/3990x910 
=470 controls 
(rounded to 500) 
n=881 
=831/3990x910 
= 190 controls 
(rounded to 200) 
n=884 
=874/3990x910 
=200 controls 
(rounded to 210) 
Cases 
n=210 
1 
(n=127) 
n=124 
n=50 
n=lO 
Potential controls n =3772; selected controls n =910 
*See Chapter 4 for final response rates and reasons for non-response 
**2 cases refused to participate in stage 2 of the survey. 
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Controls 
n=3990 
5 
(n=635) 
n=2067 
n=831 
n=874 
3.9.3 Power of the sample 
A total of 184 cases (2 cases refused to participate in Stage 2 of the survey) and 
910 controls were sent the second questionnaire, representing a ratio of 1:5. 
The final sample obtained consisted of 124 cases and 586 controls . Although 
this was a lower response rate than anticipated (see Chapter 4), the ratio of 
cases to controls, 1:4.7, is close to that planned for. The power of the sample 
to detect the prevalence of CSA was recalculated based on the obtained 
sample size of 586. It showed that the study could detect the prevalence of 
CSA with 99 per cent confidence to within 4 per cent. Similarly, the actual 
minimum odds ratio able to be detected was recalculated based on the 
obtained sample of cases and controls to 1.9 with 80 per cent power and 95 per 
cent confidence. 
3.10 Confounding factors 
As discussed in Chapter 2, there are a number of confounding variables 
which needed to be considered in this study. The most important was the 
suggestion that family background variables such as having alcoholic 
parents, or experiencing the loss of a parent through death or separation, may 
influence the relationship between CSA and alcohol abuse. The following 
section discusses the identification, measurement and analysis of 
confounding variables. 
3.10.1 Identification of confounding variables 
As discussed in Chapter 2, Section 2.3.6, a number of possible confounders 
needed to be considered in this study. The familial context of women not 
only influences the risks of sexual abuse occurring but also plays a role in 
determining the nature of any long term problems. The finding that women 
with a history of CSA have a more disadvantaged background means that the 
long term effects attributed to CSA might be accounted for by these 
background factors and not by the sexual abuse. 
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3.10.2 Measurement of confounding variables 
The following variables were used as measures of a traumatic and disruptive 
childhood: 
• physical abuse; 
• parents poor mental health; 
• social isolation; 
• experiencing the loss of one or more parents, through divorce, 
separation or death; 
• conflict or violence within the home; 
• parents perceived as cold, uncaring and emotionally unavailable; and 
• having an alcoholic parent. 
Questionnaire two contained a series of detailed questions relating to each 
possible confounder: physical abuse (Section 3, q-20 to q-26); parents poor 
mental health (Section 2, q-5); social isolation (Section 3, q-7, q-8 (3), q-9); 
experiencing the loss of one or more parents (Section 2, q-10), including the 
presence of a step-father (Section 2, q-1); conflict or violence within the home 
(Section 2, q-12, q-13); parents perceived as cold, uncaring and emotionally 
unavailable (PBI); and having an alcoholic parent (Section 2, q-11). 
3.10.3 Measurement of effect modifiers 
There is also the possibility that various factors are influencing the extent of 
the association between CSA and alcohol abuse. These variables, known as 
effect modifiers have been identified from the literature (see Chapter 2, 
Section 2.3.7) as: 
• having an alcoholic partner; 
• having low self-esteem; 
• suffering depression; 
• experiencing domestic violence; 
• being raped as an adult; 
• being a lesbian; 
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• suffering from sexual problems; 
• being in uncaring and unsupportive adult relationships; 
• having high expectancies of alcohol as a sexual disinhibitor; 
• self-reported problems with eating disorders, gambling, violence, drug 
use, drinking, mental health, police; and school; 
• running away; and 
• suicide attempts. 
Questionnaire two contained a series of detailed questions designed to 
measure possible effect modifiers. The identified variables were measured by 
the following questions: having an alcoholic partner (Section 5,q-10); having 
low self-esteem (Rosenberg Self-Esteem Scale (1965)); suffering depression 
(GHQ); experiencing problems such as eating disorders, gambling, violence, 
drug use, drinking, mental health, trouble with the police, and trouble in 
school as an adolescent (Section 3, q-37) and with the exception of school, as 
an adult (Section 4, q-3); running away (Section 3, q-31); suicide attempts 
(Section 3, q-34); domestic violence (Section 5, q-5, q-7); rape (Section 6, q-13); 
sexual orientation (Section 6, q-1); sexual interest (Section 6, q-5); sexual 
problems (Section 6, q-7); quality of adult relationship (IBM); and alcohol 
expectancies (Section 6, q-8 to q-12). 
3.10.4 Analysis of confounding variables and effect modifiers 
Multiple logistic regression was used to account for the possible impact of 
confounding and effect modifying variables on the relationship between CSA 
and alcohol abuse. The exposure variable, CSA was entered on the first step 
followed by a backstep entry of all identified confounders and effect 
modifiers. The final model was built using a hierarchical backward 
elimination procedure (details are provided in Chapter 7, Section 7.1). 
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3.11 Data analysis 
The following section outlines the techniques used to code, enter and check 
the data and the statistical techniques used to analyse the data. 
3.11.1 Data quality, coding and data entry 
Data were entered into SPSS Statistical Packages for Social Sciences Release 
4.0 (Norusis 1990) by a data entry firm . They were entered twice as a 
validation check and all missing data or unknown variables were handled 
individually using a built in error checking system. 
3.11.2 Data analysis 
Data were analysed using both bivariate and multivariate analyses . The 
exposure variable was first dichotomised as present or absent among cases 
and controls. Bivariate analyses were first conducted between cases and 
controls on all potential confounders and effect modifiers using x2 and 
Student's t tests. Risk factors were also analysed against the outcome variable 
in the bivariate analysis and the differences were determined by the 
Likelihood Ratio Test (LRT). Odds ratios (ORs) and 95 per cent confidence 
intervals (Cls) for the associations between risk factors and alcohol abuse 
were calculated by multiple logistic regression. The procedures used are 
described in detail in the methods section of the individual chapters. A 
range of diagnostics, goodness-of-fit tests and dose-response measurements 
are also presented for the multiple logistic model in Chapter 7. 
3.11.3 Statistical packages 
Data analysis was undertaken predominantly using SPSS. The statcalc 
program from Epi Info (Dean, Dean et al. 1994) was used to obtain the odds 
ratio, sample size and power calculations. 
The HLOGIT procedure in STATA Release 4 for Windows (Stata 1995) was 
used to perform logistic regressions on the weighted data and obtain Huber 
standard errors, which were then used to obtain Wald statistics and 
corresponding p values in Chapter 6. 
79 
Chapter 4 Sample Characteristics of Respondents to both 
Survey Questionnaires 
The survey data presented in this chapter are from the alcohol screening 
questionnaire aimed at ascertaining the prevalence of alcohol abuse in a 
community sample of Australian women, and from the second 
questionnaire aimed at ascertaining the prevalence of reported CSA in a 
community sample of Australian women. 
The issues presented here are: 
• the response rate for the alcohol screening questionnaire; 
• the sociodemographic characteristics of the participants in the alcohol 
screening survey; 
• the response rate for questionnaire 2; 
• the sociodemographic characteristics of the final sample; 
• the response bias in questionnaire 2. Data from the first questionnaire 
were used to compare the demographic and alcohol status of the 710 
women who responded to the second questionnaire with the 384 
women who did not respond to the second questionnaire; and 
• the ability to generalise the survey's findings. 
4.1 Results 
4.1.1 Response rates for alcohol screening questionnaire 
Of the 6,000 questionnaires sent, 4537 (76%) were returned. Sixty-six per cent 
were usable responses, 4 per cent refused to respond and 6 per cent were 
returned because respondents had left that address, were deceased or were 
overseas at the time of the survey. Just under one-quarter (24%) of 
questionnaires were never returned. These would represent those that were 
unable to be delivered and refusals. Table 4.1 describes the response rate 
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received for questionnaire 1 by State. It shows that with the exception of the 
Northern Territory (NT), the response rates are similar across the different 
States and Territories. A lower response rate from the NT may reflect a 
greater degree of mobility among people in the NT. 
Table 4.1: Response rate and refusals for alcohol screening questionnaire 
State Number sent I Valid returns Refusals Return to sender Total 
n ( %) n (%) n (%) n (%) n (%) 
NSW 1975 (32.9) 1247 ( 63.1) 91 (4.6) 108 (5.5) 1446 (73.2) 
VIC 1504 (25.1) 1029 (68.4) 57 (3.8) 69 (4.6) 1155 (76.8) 
QLD 1118 (18.6) 705 ( 63.1) 37 (3.3) 80 (7.2) 822 (73.5) 
WA 597 (10.0) 406 (68 .0) 9 (1.5) 52 (8.7) 467 (78.2) 
SA 480 (8.0) 353 (73.5) 15 (3.1) 30 (6.3) 398 (82.9) 
TAS 178 (3.0) 120 (67.4) 8 (4.5) 12 (6.7) 140 (78.7) 
ACT 102 (1.7) 73 (71.6) 0 (0.0) 7 (6.9) 80 (78.4) 
NT 46 (0.8) 25 (54.4) 1 (2.2) 3 (6.5) 29 ( 63.0) 
Total 6000 (100) I 3958 (66.0) 218 (3.6) 361 (6.0) 4537 (75.6) 
4.1.2 Sociodemographic profile of participants in the alcohol screening 
questionnaire 
The demographic characteristics of those who provided valid returns are 
presented below and compared to the ABS Census data (1991) for 
State/Territory, age and marital status. Overall the sample obtained from the 
alcohol screening questionnaire is representative of women in the general 
population. It can be seen however, that the sample did over-represent 
married women, while women aged 18 to 34 were slightly less likely to have 
responded. Young, single women are difficult to survey as they are a more 
mobile group. 
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Table 4.2: Demographic characteristics of respondents to the alcohol screening 
questionnaire - state, age group and marital status (n=3958) 
Demographic variable Alcohol questionnaire ABS census data* 
n % % 
State/territory 
NSW 1247 31.5 33 
VIC 1029 26.0 25 
QLD 705 17.8 19 
WA 406 10.3 10 
SA 353 8.9 8 
TAS 120 3.0 3 
ACT 73 1.8 2 
NT 25 0.6 1 
Age group 
17-24 443 12.0 15 
25-34 756 20.5 22 
35-44 895 24.2 20 
45-54 624 16.9 14 
55-64 404 10.9 11 
65-74 380 10.3 10 
75-84 157 4.2 6 
85 and over 36 0.9 2 
Missing 263 
Marital status 
Married 2459 62.7 55 
Never married 660 16.8 26# 
De-facto 176 4.5 
Widowed 314 8.0 10 
Divorced 203 5.2 6 
Separated/not divorced 112 2.8 3 
Missing 34 
*ABS Census of Population and Housing (1991). 
# Includes de-facto 
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Table 4.3 shows the employment status and highest qualification obtained. 
As can be seen, 52 per cent of women who responded were currently 
employed either full-time or part-time. This is comparable to ABS census 
data figures showing that 51 per cent of women were in the labour force by 
1991 (Australian Bureau of Statistics 1993). There is no detailed comparison 
of labour force in Table 4.3 because the information obtained on employment 
status for respondents was not comparable with the ABS definitions. 
Table 4.3: Demographic characteristics of respondents to the alcohol screening 
questionnaire - employment status and highest qualification (n=3958) 
Demographic variable n % 
Employment status 
Full-time 1169 29.5 
Part-time 891 22.5 
Student 145 3.7 
Home-duties 1334 33.7 
Not working 381 9.6 
Missing 38 1.0 
Highest qualification 
Post graduate degree 88 2.2 
Bachelor degree 362 9.1 
Non degree diploma 295 7.5 
Trade certificate 151 3.8 
Registered nurse 165 4.2 
Enrolled nurse 106 2.7 
Sec/Business college 569 14.4 
Certificate course 323 8.2 
No formal qualification 1833 46.3 
Other 31 0.8 
Missing 35 0.9 
Table 4.4 presents the main language spoken at home. English was by far the 
most widely spoken language accounting for 95.2 per cent of respondents. 
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Only 4.8 per cent of women reported a non-English speaking language as 
being the language most often spoken at home, compared with ABS figures 
of 14.5 per cent. However, this may not be an accurate reflection of the 
number of women who speak a language other than English, as the question 
asked about 'main language spoken', not whether a language other than 
English was spoken at home. Italian and Greek were the most common non-
English languages spoken, which is comparable with ABS figures showing 
that Italian and Greek are the most common non-English speaking 
languages. Table 4.4 compares the percent of respondents who reported a 
non-English speaking language with that obtained from the ABS Census 
Data (Australian Bureau of Statistics 1993). 
Table 4.4: Main non-English speaking language spoken at home of respondents 
to alcohol screening questionnaire (n=189) 
Non-English speaking 
language 
Italian 
Greek 
Cantonese 
Arabic 
German 
Vietnamese 
Spanish 
Polish 
Macedonian 
Croatian 
Filipino 
Mandarin 
Maltese 
Dutch 
French 
Aboriginal languages 
Turkish 
Indonesian Malay 
Hungarian 
Portuguese 
Serbian 
Russian 
Hindi 
Japanese 
Korean 
Other 
Total non-English 
Survey respondents 
n % 
40 21.2 
25 13.2 
19 10.0 
7 3.7 
8 4.2 
5 2.6 
12 6.3 
6 3.2 
7 3.7 
8 4.2 
0 0 
0 0 
6 3.2 
3 1.6 
6 3.2 
6 3.2 
0 0 
2 1.0 
1 0.5 
1 0.5 
2 1.0 
1 0.5 
0 0 
0 0 
0 0 
24 12.7 
189 100.0 
* ABS Census of Population and Housing 1991. 
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ABS census data* 
% 
16.8 
11.5 
6.9 
6.4 
4.7 
4.2 
3.7 
2.8 
2.6 
2.5 
3.0 
2.1 
2.1 
2.1 
1.9 
1.8 
1.6 
1.2 
1.2 
1.0 
1.0 
1.0 
1.0 
1.0 
1.0 
15.0 
100.0 
Women's responses to the alcohol screening questionnaire were used to 
determine their status as either a case or control. A total of 186 (4.7%) 
women were classified as a case on the basis of either their total AUDIT score 
(10 or above) or their self assessment of their alcoholic status. The following 
table presents a comparison of cases and controls by age, marital status, work 
status and highest qualification. As can be seen from Table 4.5, cases were 
significantly more likely to be: younger (34% of cases aged under 24 compared 
with 11 % of controls); single (43% of cases compared with 16% of controls); 
employed full-time (42% of cases compared with 29% of controls); or students 
(10% of cases compared with 3% of controls). There was no significant 
difference between cases and controls with respect to highest qualifications 
obtained or main language spoken at home. 
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Table 4.5: Demographic comparison of cases and controls in alcohol screening 
questionnaire 
Cases (n=186) 
n \ % 
Age group 
17-24 62 34.4 
25-34 46 25.6 
35-44 45 25.0 
45-54 11 6.1 
55 -64 10 5.6 
65 and over 6 3.3 
Missing 6 -
Employment status 
Full-time 78 41.9 
Part-time 38 20.4 
Student 19 10.2 
Home duties 31 16.7 
Not working 20 10.8 
Missing 0 -
Marital status 
Never married 80 43.0 
Married 67 36.0 
De-facto 18 9.7 
Separated/not divorced 8 4.3 
Divorced 8 4.3 
Widowed 5 2.7 
Missing 0 -
Highest qualification 
Post graduate 3 1.6 
Bachelor 17 9.1 
Non-degree diploma 11 5.9 
Trade certificate 10 5.4 
Registered nurse 3 1.6 
Enrolled nurse 5 2.7 
Sec/Business college 24 12.9 
Certificate course 22 11.8 
No formal qualification 89 47.8 
Other 2 1.1 
Missing 0 -
English as main language 
Yes 172 96.1 
No 7 3.9 
Missing 7 -
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Controls (n=3772) Chi-square 
(p-value) 
n % 
381 10.8 
710 20.2 
850 24.2 p<.001 
613 17.4 
394 11.2 
567 16.1 
257 
1091 29.2 
853 22.8 p<.001 
126 3.4 
1303 34.9 
361 9.7 
38 
580 15.5 
2392 64.0 
158 4.2 p<.001 
104 2.8 
195 5.2 
309 8.3 
34 
85 2.3 
345 9.2 
284 7.6 
141 3.8 
162 4.3 
101 2.7 p=.4 
545 14.6 
301 8.1 
1744 46.7 
29 0.8 
35 
3493 95.0 
182 4.9 p=.9 
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4.1.3 Response rate to questionnaire 2 
All women classified as cases by their answers to the alcohol screening 
questionnaire were sent the second questionnaire (with the exception of two 
cases who asked not to be sent any further questionnaires), as were a random 
sample of controls. Of the 1094 questionnaires sent, 76.6 per cent (n=838) 
were returned. Sixty-five per cent were usable, 10 per cent were refusals and 
2 per cent were not able to be delivered because the respondents had left that 
address, were deceased or were overseas at the time. The majority of the 23 
per cent which were not returned were likely to be 'tacit' refusals, although 
some may have been undelivered. As shown in Table 4.6 the percentage of 
usable questionnaires returned was slightly higher for cases, while the refusal 
rate was slightly higher among controls, however this difference was not 
statistically significant (p=0.5). 
Table 4.6: Response rate and refusals for questionnaire 2 
Valid Total 
Total sen returns Refusals Return to sender* Unknown non-respond 
n % n % n (%) n (%) n (%) n (%) 
Case 184 16.8 124 67.4 12 (6.5) 5 (2.7) 43 (23.4) 60 (32.6) 
Control 910 83.2 586 64.4 94 (10.3) 17 (1.9) 213 (23.4) 324 (35.6) 
Total 1094 100 710 64.9 106 (9.7) 22 (2.0) 256 (23.4) 384 (35.1) 
*includes those questionnaires returned due to wrong address, left address or deceased. 
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4.1.4 Sociodemographic characteristics of final sample 
The final sample consisted of 124 (17.5%) cases and 586 (82.5%) controls. The 
demographic characteristics of the final sample are presented in Table 4.7. 
Cases and controls are compared in terms of age, country of birth, 
employment status, marital status, whether or not they had children, highest 
qualification, occupation and main language spoken at home. The mean age 
of cases was significantly lower (mean=32.9, sd=l3.1) than for controls 
(mean=40.3, sd=l2.7) (t(175)=-5.71, p<.001). In comparison to controls, cases 
were significantly more likely to be single or living in a de-facto relationship, 
less likely to have children, more likely to be born in Australia, to be in full-
time employment rather than part-time and to be students. There were no 
significant differences between cases and controls with respect to occupation, 
highest qualification obtained or main language spoken. 
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Table 4.7: Demographic characteristics of cases and controls responding to 
questionnaire 2 
Cases (n=124) Controls (n=586) 
n % n % Chi-sguare 
Age group (years) 
17-24 46 37.1 62 10.6 
25-34 27 21.8 147 25.2 
35-44 33 26.6 168 28.8 p<.001 
45-54 9 7.3 120 20.5 
55 -64 5 4.0 61 10.4 
65 and over 4 3.2 26 4.4 
Missing 0 - 2 
Country of birth (Australia) 113 91.1 487 83.1 p=.04 
Other 11 8.9 93 15.9 
Missing 0 - 6 
English as main language (Yes) 118 95.2 557 95.1 p=l.0 
No 6 4.8 29 4.9 
Employment status 
Full-time 54 43.5 196 33.4 
Part-time 23 18.5 154 26.3 p<.001 
Home-duties 23 18.5 177 30.2 
Student 15 12.1 33 5.6 
Unemployed 9 7.3 26 4.4 
Marital status 
Never married 54 43.5 101 17.2 
Married 49 39.5 402 68.6 
De-facto 12 9.7 31 5.3 p<.001 
Sep/not divorced 5 4.0 16 2.7 
Divorced 3 2.4 23 3.9 
Widowed 1 0.8 13 2.2 
Children (yes) 53 42.7 431 73.5 p<.001 
No 71 57.3 150 25.6 
Missing 0 - 5 
Highest qualification 
Post graduate degree 2 1.6 14 2.4 
Bachelor degree 11 8.9 70 11.9 
Non degree diploma 10 8.1 51 8.7 
Trade certificate 7 5.6 14 2.4 
Registered nurse 3 2.4 26 4.4 
Enrolled nurse 4 3.2 17 2.9 p=.6 
Sec/Business college 16 12.9 68 11.6 
Certificate course 14 11.3 56 9.6 
No formal qualification 56 45.2 266 45.4 
Other 1 0.8 2 0.3 
Missing 0 - 2 
Occupation 
Managers 8 6.5 43 7.3 
Professionals 13 10.5 83 14.2 
Para-professionals 7 5.6 24 4.1 
Trades 4 3.2 15 2.6 
Clerks 23 18.5 97 16.6 p=.5 
Sales persons 26 21.0 74 12.6 
Plant operators 1 0.8 2 0.3 
Labourers 6 4.8 29 4.9 
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4.1.5 Comparison of participants with non-participants of questionnaire 2 
Data from the alcohol screening questionnaire were used to compare the 
demographic and alcohol status of the 710 women who responded to the 
second questionnaire with the 384 women who did not respond to the 
second questionnaire. For the purposes of this section, those women who 
responded to the second questionnaire will be referred to as respondents, 
while the remaining women will be referred to as non-respondents. 
Participation in the second questionnaire did not vary significantly according 
to status as case or control (67% of cases responded versus 64% of controls; 
p=.44). Table 4.8 shows that participation by cases did not vary across age 
groups, however, controls were significantly less likely to respond if they 
were older (p=.01). 
Table 4.8: Mean age of respondents and non-respondents to questionnaire 2 by 
case status 
Cases 
Respondents 
Non-respondents 
Controls 
Respondents 
Non-respondents 
Number 
122 
56 
548 
289 
Mean 
32.7 
34.4 
39.8 
42.4 
Median 
31 
30 
39 
41 
Standard 
deviation 
12.8 
14.9 
12.4 
14.7 
t-test 
p=0.5 
p=0.01 
*Total number of cases and controls may vary due to incomplete data on age in Questionnaire 1. 
Total AUDIT scores were compared for respondents and non-respondents by 
case status. As shown in Table 4.9, although non-responding cases had a 
slightly higher mean AUDIT score, this difference was not statistically 
significant. There was no difference in AUDIT scores between controls who 
responded and those who did not. 
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Table 4.9: Mean AUDIT score of respondents and non-respondents to 
questionnaire 2 by case status* 
Cases 
Respondents 
Non-respondents 
Control 
Respondents 
Non-respondents 
Number 
120 
55 
495 
243 
Mean 
12.4 
13.9 
3.0 
2.8 
Median 
11 
12 
3 
2 
Standard 
deviation 
4.9 
7.5 
1.9 
1.9 
t-test 
p=0.2 
p=0.3 
*Total number of cases and controls may vary due to incomplete data on age in Questionnaire 1. 
Significant demographic differences existed between non-responding and 
responding cases and controls (Table 4.10). Cases were significantly less likely 
to have responded to questionnaire two if they were: widowed; unemployed; 
or English was not the main language spoken at home. Similarly, controls 
were significantly less likely to have responded if they were: widowed; 
unemployed; held a trade qualification; or English was not the main 
language spoken at home. 
Table 4.10: Significant* demographic differences between respondents and 
non-respondents to questionnaire 2 by case status 
Widowed 
Unemployed 
English not main language 
Trade qualification 
Respond 
% 
1 
7 
5 
6 
Cases 
Non-resp 
% 
7 
18 
13 
5 
Controls 
p-value Respond Non-resp 
% % 
p=.021 2 8 
p=.024 5 11 
p=.041 5 8 
p=.867 2 6 
p-value 
p=.000 
p=.000 
p=.042 
p=.003 
*Only those demographic variables which were significantly different (p<.05) between 
responding and non responding cases and responding and non responding controls are presented. 
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4.2 Discussion 
A response rate of 66 per cent achieved for the alcohol screening 
questionnaire is considerably higher than that achieved by similar studies on 
alcohol use (eg., 52% (NCADA 1993); 61 % (Risk Factor Prevalence Study. 
Survey No.3 1990)). Surveys on alcohol use are inherently difficult to 
undertake due to the sensitive nature of the questions asked and the 
acknowledged under reporting of drinking by respondents (Poikolainen 
1985). The main advantages of the questionnaire in this study compared to 
previous studies may have been its small size and its direct appeal to women 
for help. Some women said that they had responded out of a sense of 
wanting to help others, or because they, or someone they knew, had an 
alcohol problem. 
A high refusal rate is not surprising considering the sensitivity of the topic. 
It is interesting to note that one-third of the phone calls (n=34) received 
immediately following the posting of the alcohol questionnaire were 
refusals. Most of these came from older women in their 80's and 90's who 
did not drink and therefore felt the survey was of no relevance to them. This 
reflected the fact that it was not possible to restrict the age range of women 
obtained from the electoral roll. Some women refused to complete the 
survey because they felt that they had been singled out as having a drinking 
problem. These women were generally upset and confused by the 
questionnaire and it was difficult to convince them that they had been 
randomly chosen. It is not possible to tell if this led to an underestimation of 
cases as there are a variety of reasons why people refuse to respond to a 
survey. 
The demographic characteristics of the sample when compared to the 
Australian Bureau of Statistics Census data (1991) showed a slight under 
representation of women aged under 24 years, and of single, unmarried 
women. Younger women tend to be more mobile and it is not surprising 
that they were more difficult to reach. However, as younger women and 
single women have consistently been shown to consume more alcohol and 
at more hazardous levels, this may have resulted in an underestimate of the 
prevalence of hazardous drinking and consequently reduced the number of 
eligible cases detected. Despite this, overall the sample reflected women in 
the general population. This allows a degree of confidence in generalising 
the results of the study to women in the general community. 
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It is important to note that cases and controls were equally likely to have 
responded to the second questionnaire. However, there were some 
demographic differences between women who participated and women who 
did not participate in the second questionnaire. For both cases and controls, 
women who were widowed, unemployed and did not speak English as their 
main language were less likely to participate in the second stage of the 
survey. However, these women represent relatively small numbers and 
therefore are unlikely to affect how representative the sample is to any large 
extent. Non-responding controls were also more likely to be older and/ or 
hold a trade qualification. It is possible that older women may have been put 
off by the sensitive questions in the second questionnaire, in particular the 
questions on CSA. Indeed, some of the questionnaires returned blank 
included comments that the survey was too personal. It is also not 
surprising that women from non-English speaking backgrounds were less 
likely to have responded to the second questionnaire. While the alcohol 
screening questionnaire had been relatively brief and straightforward, the 
overall length of the second questionnaire and the complexity of the 
questions asked would have made it difficult for women for whom English 
is a second language. 
How representative the sample is needs to be considered when examining 
both the prevalence of CSA and the relationship between alcohol and CSA. 
In particular, the potential exists for selection bias in terms of non response 
amongst potential cases and controls, in over or under estimating the 
prevalence of CSA and whether or not cases are more likely to have reported 
CSA than controls. These sources of potential bias and how they were dealt 
with are discussed in detail in Chapter 8. 
The results of this chapter indicate that overall the sample obtained was 
representative of women in the general population. This provides a sound 
basis to examine the epidemiology of alcohol consumption, and the 
prevalence of CSA in a sample of Australian women from a range of 
sociodemographic backgrounds and age groups. Most importantly, it has 
provided enough cases to examine the relationship between CSA and the 
development of alcohol abuse. 
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Chapter 5 The Epidemiology of Alcohol Abuse in Australian 
Women 
This chapter provides the results of the alcohol screening questionnaire, 
specifically the results of the AUDIT. The usefulness of the AUDIT as an 
instrument to identify hazardous and harmful alcohol consumption among 
entire populations and specifically among women has been discussed in 
Chapter 3, Section 3.5.3. The primary purpose of the AUDIT is to identify 
people at risk of developing alcohol problems. There are two principal ways 
of doing this. Firstly, to apply an overall cut off score (such as 8) 11 to detect 
women at risk of developing drinking problems. Alternatively, one can 
examine an individual's drinking behaviour in more detail using the 
individual questions of the AUDIT which identify the three domains of 
hazardous, harmful and dependent drinking (see Chapter 3, Section 3.5.4 for 
details). Both of these methods have been used in this chapter for describing 
the prevalence of alcohol abuse in Australian women. 
The specific aims of this chapter are: 
• to describe the prevalence of hazardous and harmful alcohol 
consumption in Australian women using a standardised screening 
instrument; 
• to present data on the epidemiology of women's alcohol drinking in a 
national sample which could be used as a benchmark against which to 
measure changes in women's alcohol use; and 
• to present data identifying those women most at risk for heavy alcohol 
consumption. 
11 A cut off score of 10 was chosen for case status. However, for the purposes of this chapter, a lower cut off score of 8 was chosen. For the purposes of describing hazardous and harmful drinking in women, this is a more appropriate cut off level. 
94 
5.1 Results 
5.1.1 AUDIT - quantity and frequency of alcohol consumption 
Of the 3958 valid questionnaires returned, the majority of women (87%) 
reported having drunk alcohol at some time in their lives. Most women 
(82%) had consumed alcohol within the last 12 months, while 13 per cent 
had never drunk alcohol. Table 5.1 shows the frequency of alcohol 
consumption amongst current drinkers. The data are based on 3179 women 
(current drinkers only), and taken from questions one to three of the AUDIT 
(3 to 5 on the Alcohol Screening Questionnaire) which are designed to 
examine the quantity and frequency of women's drinking. Answers to these 
questions provide an indication of hazardous alcohol consumption and 'at 
risk' drinking. 
Table 5.1: Reported alcohol use amongst current drinkers (Per cent) 
Survey 
respondents NCADA 
(n=3179) (n=1354) 
% % 
Current drinking 
4 or more times a week 14 
2 to 3 times a week 17 
2 to 4 times a month 25 
Once a month or less 44 
Number of drinks usually consumed 
1 or 2 drinks 70 69 
3 or 4 drinks 20 20 
5 or 6 drinks 7 7 
7 to 9 drinks 2 3 
10 or more drinks 1 2 
Frequency of drinking 6 or more drinks 
Never 68 
Once a month or less 25 
2 to 4 times per month 5 
2 to 3 times per week 1 
4 or more times a week 1 
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The most common drinking pattern was to drink once a month or less. Over 
half of current drinkers reported drinking 2 or fewer drinks per drinking 
session. However, 10 per cent of women reported that they drank 5 or more 
drinks per drinking session. Data on the number of drinks usually 
consumed are comparable to those reported in the National Campaign 
Against Drug Abuse Household Survey (NCADA 1993). 
Alcohol use by age 
Studies on women's drinking in the USA indicate that women in the 18 to 
34 year age group show higher rates of drinking and drinking problems, 
while women aged 34 to 49 experience higher rates of alcohol dependency 
(Wilsnack, Wilsnack et al. 1994). Table 5.2 presents a breakdown of age by 
drinking history and current drinking patterns. For all age groups, the 
majority of women had consumed alcohol within the last 12 months. Over 
one third of women aged over 75 had never drunk alcohol. Drinking four or 
more times a week was more common in the older age groups, while 
younger women reported drinking between one and four times a month. 
This pattern seems to represent a binge drinking pattern. Of the 174 women 
aged 17 to 24 who drink alcohol monthly or less, 44% drink 6 or more drinks. 
With the exception of women aged under 24, the majority of women usually 
drank between one and two drinks, two or three times a week or less 
frequently, which represents safe drinking levels according to the National 
Health and Medical Research Council guidelines (1992). 
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Table 5.2: Age by drinking status 
Age group ( % ) 
17-24 25-34 35-44 45-54 55-64 65-74 75-84 85 & 
over 
Drinking history 
Never drunk alcohol 
Not in the last 2 years 
In the last 12 months 
Recovering alcoholic 
No 
Yes 
Drinking frequency 
Not currently drinking 
Monthly or less 
2 to 4 times a month 
2 to 3 times a week 
4 or more times a week 
(443) (756) (895) (624) 
7.0 5.2 7.0 10.3 
3.6 6.9 6.8 6.7 
89.4 88.0 86.1 83.0 
(412) (717) (832) (560) 
98.3 99.0 97.7 99.5 
1.7 1.0 2.3 0.5 
(412) (717) (832) (560) 
4.9 7.1 6.3 6.6 
42.2 41.1 38.3 40.5 
35.4 28.6 23.3 20.5 
16.3 16.0 16.8 16.6 
1.2 7.1 15.3 15.7 
Number of drinks usually consumed for drinkers 
(392) (666) (780) (523) 
1 or 2 drinks 38.3 61.4 71.2 76.3 
3 or 4 drinks 29.1 25.4 22.1 19.1 
5 or 6 drinks 19.4 9.8 5.0 4.0 
7 to 9 drinks 7.1 2.3 1.3 0.4 
10 or more drinks 6.1 1.2 0.5 0.2 
(404) (380) 
22.5 25.5 
8.9 10.0 
68.6 64.5 
(313) (283) 
98.7 99.3 
1.3 0.7 
(313) (283) 
7.3 9.9 
39.9 42.0 
19.5 13.8 
13.1 13.4 
20.1 20.8 
(290) (255) 
83.8 91.4 
13.4 7.8 
2.4 0.8 
0.3 
How often consume 6 or more drinks on one occasion for drinkers 
(392) (666) (780) (523) (290) (255) 
Never 33.4 52.7 68.1 79.9 86.9 92.9 
Monthly or less 44.9 39.3 25.9 17.8 10.3 5.5 
2 to 4 times a month 17.9 6.2 4.6 1.3 2.1 1.2 
2 to 3 times a week 3.3 1.2 1.2 0.4 - -
4 or more times a week 0.5 0.6 0.3 0.6 0.7 0.4 
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(157) 
36.3 
11.5 
52.2 
(100) 
99.0 
1.0 
(100) 
20.0 
33.0 
16.0 
11.0 
20.0 
(80) 
93.8 
5.0 
1.3 
(80) 
95.0 
1.3 
2.5 
1.3 
(36) 
38.9 
16.7 
44.4 
(22) 
95.5 
4.5 
(22) 
27.3 
54.5 
9.1 
4.5 
4.5 
(16) 
93.8 
6.3 
(16) 
93.8 
6.3 
5.1.2 AUDIT - measurement of alcohol dependence 
The following table presents the results of AUDIT questions 4 to 6 (questions 
6 to 8 in the Alcohol Screening Questionnaire). These questions inquire 
about abnormal drinking behaviour and are designed to screen for early or 
more established alcohol dependence. Table 5.3 shows that 6 per cent of 
drinkers reported that they were unable to stop drinking once they had 
started, 6 per cent of drinkers reported that they had failed to do something 
that was expected from them because of their drinking, and 1 per cent 
reported needing a drink in the morning to get going after a heavy drinking 
session. 
Table 5.3: AUDIT - indications of alcohol dependence (n=3179) 
Unable to stop drinking 
Never 
Less than monthly 
Monthly 
Weekly 
Daily or almost daily 
Failed to do what was normally expected 
Never 
Less than monthly 
Monthly 
Weekly 
Daily or almost daily 
Needed a drink in the morning 
Never 
Less than monthly 
Monthly 
Weekly 
Daily or almost daily 
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n % 
2993 
123 
36 
20 
7 
2976 
177 
15 
8 
3 
3161 
10 
4 
2 
2 
94.1 
3.9 
1.1 
0.6 
0.2 
93 .6 
5.6 
0.5 
0.3 
0.1 
99.4 
0.3 
0.1 
0.1 
0.1 
5.1.3 AUDIT - measurement of alcohol problems 
The following table presents the results of AUDIT questions 7 to 10 
(questions 9 to 12 in the Alcohol Screening Questionnaire) designed to 
inquire into problems caused by alcohol consumption and adverse 
consequences of drinking. As shown in Table 5.4, 10 per cent of women 
drinkers reported feeling guilty or remorseful following drinking, 7 per cent 
of drinkers reported that they were unable to remember what happened the 
night before because of their drinking, almost 4 per cent of drinkers reported 
that someone had been injured as a result of their drinking, and 4 per cent of 
drinkers reported that a relative, friend, doctor or other health worker had 
been concerned about their drinking or suggested they cut down. 
Table 5.4: AUDIT - indications of alcohol problems and adverse consequences of 
drinking (n=3179) 
n % 
Felt guilt or remorse after drinking 
Never 2870 90.3 
Less than monthly 261 8.2 
Monthly 31 1.0 
Weekly 15 0.5 
Daily or almost daily 2 0.1 
Unable to remember what happened 
Never 2948 92.7 
Less than monthly 195 6.1 
Monthly 28 1.0 
Weekly 7 0.2 
Daily or almost daily 1 0.0 
Someone else injured due to drinking 
No 3066 96.4 
Yes, but not in the last year 77 2.4 
Yes, during the last year 36 1.1 
Someone concerned about your drinking 
No 3041 95.7 
Yes, but not in the last year 83 2.6 
Yes, during the last year 55 1.7 
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5.1.4 Alcohol consumption and adverse consequences of drinking 
An analysis was undertaken of the relationship between consumption of 
alcohol and reported adverse consequences . Table 5.5 reports on the 
correlations found between a number of consumption indices and alcohol 
related problems. The most powerful predictors of adverse consequences 
were quantity consumed (mls of ethanol consumed per drinking occasion) 
and frequency of heavy episodic drinking (defined as the mean monthly 
frequency of drinking 6 or more drinks). Quantity of alcohol consumed was 
the best predictor of adverse consequences across all age groups, while 
frequency of drinking in itself was not a good predictor of problems. This 
suggests that it is the actual amount drunk on each occasion that is more 
critical to the development of problems. It is worth noting that the 
correlations, although statistically significant, are relatively small. They may 
not have much clinical significance however, as a correlation of 0.3 only 
explains 9 per cent of the variance. 
The relationship between alcohol consumption and aEiverse consequences 
was strongest for women aged under 29 years. The highest correlation 
obtained between mean monthly frequency of heavy episodic drinking and 
criticism or worry by others was for women aged 18 to 29 years (r=.48, p<.001). 
Mean monthly heavy episodic drinking was the strongest predictor of 
alcohol problems for women in this age group, highlighting the relationship 
between binge drinking and alcohol related problems. 
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Table 5.5: Correlation coefficients 1 for measures of alcohol consumption and 
adverse consequences of drinking among current drinkers (n=3179)* 
Adverse consequences 
Criticism by others 
Occupational functioning 
Morning drinking 
Blackouts 
Loss of control 
Guilt or shame 
*p<.05 ***p <.000. 
Mean 
monthly 
frequency 
drinking 
.14*** 
.11 *** 
.05* 
.11 *** 
.14*** 
.16*** 
Mean monthly 
frequency of 
of heavy episodic 
drinking 
.29*** 
.28*** 
.33*** 
.27*** 
.26*** 
.20*** 
Mean mls of mls ethanol 
ethanol consumed per 
consumed drinking 
per month occasion 
.30*** .21 *** 
.31 *** .30*** 
.24*** .20*** 
.34*** .39*** 
.35*** .34*** 
.34*** .34*** 
1 Pearson's correlation co-efficient. *Parametric tests were used in this analysis in order to be 
consistent with data analysis being applied to studies conducted by members of the 
International Research Group on Gender and Alcohol (IRGGA). 
5.1.5 AUDIT - measurement of hazardous, harmful and dependent drinking 
Women's scores to the AUDIT were summed to provide a total score for 
each woman with a possible range of 0 to 40, with higher scores indicating 
more problems. The mean score for the AUDIT was 3.4 (sd=3; range= 0 - 35), 
with 8 per cent of women scoring 8 or above. Women were categorised into 
the three domains of drinking: hazardous ( combined score of 4 or more on 
AUDIT questions 1-3); harmful (combined score of 4 or more on AUDIT 
questions 7-10); or dependent (combined score of 4 or more on AUDIT 
questions 4-6). As can be seen in Table 5.6, over one-third of women were 
categorised as drinking hazardously, while 4 per cent were categorised as 
drinking harmfully. 
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Table 5.6: Hazardous, harmful and dependent drinkers as determined by AUDIT 
(n=3179) 
Percent 
Mean score 
Standard deviation 
Median score 
Range of scores 
Hazardous 
(n=1075) 
34 
5.0 
1.41 
5 
4 - 12 
Harmful 
(n=134) 
4 
5.8 
2.31 
5 
4 - 14 
Dependent 
(n=29) 
1 
5.8 
2.28 
5 
4 - 12 
When examined by age, younger women (17 to 24 years) were more likely to 
be classified as hazardous, harmful or dependent drinkers than women in 
any other age group. The proportion of women classified as drinking in each 
of these three categories can be seen to decrease with age (Table 5.7). 
Table 5.7: Age group by hazardous, harmful and dependent drinking category 
Age group 
17 to 24 (n=392) 
25 to 34 (n=666) 
35 to 44 (n=780) 
45 to 54 (n=523) 
55 to 64 (n=290) 
65 + (n=351) 
Hazardous 
% 
51 
37 
33 
29 
27 
26 
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Harmful 
% 
14 
4 
4 
1 
2 
1 
Dependent 
% 
4 
1 
1 
0 
0 
0 
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5.1.6 AUDIT - logistic regression model predicting total AUDIT score of 8 or 
above 
Logistic regression analyses were conducted to determine the association 
between receiving a score of 8 or more on the AUDIT and age, marital status 
and employment status. Whether or not women held a higher qualification 
was not a risk factor for hazardous or harmful drinking. However, the 
unadjusted odds ratios show significant effects for age, marital status and 
employment status on total AUDIT score of 8 or above. 
A forward stepwise logistic regression resulted in age and marital status 
entering into the equation but the effect of being a student or in paid 
employment, while significant at the unadjusted stage, did not remain in the 
model. Adjusted odds ratios show that younger women (aged 17 to 24 years) 
have an odds of 10.4 times that of women aged over 65 years for having a 
positive score on the AUDIT. For marital status, compared to married 
women being single has the highest odds (OR=2.6), followed by being in a de-
facto relationship (0R=2.4). 
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Table 5.8: Logistic regression model of AUDIT total score of 8 or above by age, 
marital status and employment status. 
Unadjusted Confidence Adjusted Confidence 
odds ratio interval (95%) odds ratio interval (95%) 
(n=2988)* (n=2988) 
Age group 
65 and over (reference) 1 
55 to 64 3.2 (1.1 - 9.1) 3.5 (1.2 - 10.5) 
45 to 54 2.5 (0.9 - 6.9) 2.7 (0.9 - 8.1) 
35 to 44 5.0 (2.0 - 12.8) 5.2 (1.9 - 14.6) 
25 to 34 7.0 (2.9 - 17.9) 6.1 (2.2 - 16.9) 
17 to 24 19.7 (8.1 - 50.2) 10.4 (3.7 - 29.9) 
Marital status 
Married (reference) 1 
Never married 4.7 (3.6 - 6.4) 2.6 (1.8 - 3.9) 
De-facto 3.4 (2.1 - 5.6) 2.4 (1.4 - 3.9) 
Separated not divorced 2.1 (1.0 - 4.2) 2.0 (0.9 - 4.2) 
Divorced 0.9 (0.4 - 1.9) 1.1 (0.5 - 2.3) 
Widowed 0.5 (0.2 - 1.3) 1.4 (0.5 - 4.0) 
Employment status 
Unemployed (reference) 1 
Full-time employment 2.7 (1.9 - 3.8) 
Part-time employment 1.7 (1.1 - 2.4) 
Student 4.6 (3.0 - 8.6) 
* On those cases with valid measures on all variables are included by SPSS in the logistic 
regression model. 
5.1.7 Self-perceived drinking problem 
Women were asked whether or not they felt that they currently had a 
problem with their drinking. Less than two per cent (1.2%) thought that they 
'probably' or 'definitely' did have a problem (Table 5.9). Significant 
correlations were found between all categories of drinkers, hazardous (r=.39, 
p<.01), harmful (r=.55, p<.01), and dependent (r=.55, p<.01) and women's self-
perceived drinking problem. A significant correlation was also found 
between a woman's total score on the AUDIT and whether or not she 
believed she had a drinking problem (r=.57, p<.01). Of those women who 
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reported that they possibly or definitely had a drinking problem, 92 per cent 
scored 8 or above on the AUDIT. 
The majority of women drinkers (86%) had never tried to control their 
drinking. Some women (13%) had stopped or cut back their drinking in the 
past (Table 5.9). The majority of these women reported that they did so for 
pregnancy or weight loss reasons. Five per cent of women drinkers were 
currently doing something to control their alcohol intake. Similarly, these 
women reported that they were cutting back or stopping drinking for a while 
for pregnancy or weight loss reasons. 
Table 5.9: Self-perceived drinking problem and attempts to control drinking 
n % 
Presently have a drinking problem (n=3179) 
No 3038 95.6 
Probably not 70 2.2 
Unsure 34 1.1 
Possibly 29 1.0 
Definitely 8 0.3 
Ever tried to control drinking (n=3433) 
No 2937 85.6 
Stopped or cut back for a while 433 12.6 
Talked to a doctor 11 0.3 
Sought other treatment 7 0.2 
Attended Alcoholics Anonymous 12 0.3 
Other 33 1.0 
Currently doing something to control drinking (n=3433) 
No 3221 93.8 
Stopping or cutting back for a while 180 5.2 
Talking to a doctor 5 0.1 
Seeking other treatment - 0.0 
Attending alcoholics anonymous 6 0.2 
Other 21 1.0 
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5.2 Discussion 
The results show that the majority of respondents had drunk alcohol, and 
had done so within the last 12 months. In this study, a higher proportion of 
women reported drinking than in a 1993 National Campaign Against Drug 
Abuse Household Survey of Drug Use, which reported 68 per cent of women 
currently drinking. The present study sampled a larger group of women and 
achieved a higher response rate (66% versus 52%). It therefore seems likely 
that the present findings more accurately reflect the prevalence of alcohol use 
amongst Australian women. 
Over one-third of women sampled met the World Health Organisation 
criteria of hazardous drinking, indicating that they already exhibited an 
established pattern of drinking that carries with it a high risk of future 
damage to physical or mental health. In addition, 4 per cent of women were 
classified as harmful drinkers, that is, drinking in a way that is already 
ca using damage to their heal th. The fact that women aged under 25 years 
had the highest rates of alcohol consumption and adverse alcohol related 
consequences is of concern. This result is consistent with other studies 
showing that younger women are more likely to drink in a hazardous or 
harmful way (Poon, Owen et al. 1994); (Risk Factor Prevalence Study. Survey 
No.3 1990); (NCADA 1993) and follows the trend reported by Corti and 
Ibrahim (1990) of increasing alcohol consumption and hazardous drinking 
among young women in Australia over the last 20 years. 
A lower mean score for the AUDIT was found in this study compared with 
studies on both men and women (Barry and Fleming 1993); (Fleming, Barry 
et al. 1991). It seems reasonable to expect that the percentage of women with 
a positive score on the AUDIT would be less than that for men. Indeed, in 
the Claussen and Aasland (1993) study of unemployed people in Norway, 
they found that 30 per cent of men compared with 8 per cent of women 
scored 8 or above on the AUDIT and in the Holmila (1995) study of Finnish 
drinking habits, 22 per cent of men compared with 5 per cent of women 
scored 11 or above on the AUDIT. 
However, the percentage of Australian women scoring positive on the 
AUDIT is lower than that reported by a recent survey of women in an inner 
Melbourne suburb as well as Holmila's studies of Finnish women. Using the 
same cut off score of 8, 21 per cent of women in the Melbourne study were at 
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risk of having alcohol problems. The difference between these studies most 
likely reflects the fact that the Melbourne sample consisted of mainly young, 
unmarried women (Banwell, O'Brien et al. 1996). Holmila found between 9 
and 10 per cent of women aged 20-64 years scored 10 or more on the AUDIT 
(Holmila 1993); (Holmila 1995). The corresponding figure for women the 
same age in this study was 5 per cent. This is interesting as Finland rates 
below Australia on total per capita consumption of pure alcohol (measured 
for both men and women) (Department of Human Services and Health 
1994). 
Less women reported having an alcohol problem than were identified as a 
positive case by the AUDIT. However, an interesting finding was the 
significant positive correlation between women's judgement of whether or 
not they have an alcohol problem and their score on the AUDIT. This result 
indicates that there is a fair degree of agreement between women's subjective 
definition of having an alcohol problem and their responses to the AUDIT. 
Since the AUDIT quantifies women's concern with and acknowledgement of 
their alcohol problem, it is therefore not surprising that it correlates with 
their subjective definition. 
I believe even though I hate to admit it, but my father was an alcoholic and I'm a lot like 
him; my sister on the other hand refuses to drink and can not handle alcohol; she 's more 
like my mother. 12 
Results from the logistic regression model were consistent with results from 
previous studies on demographic risk factors ( eg., Corti, Blaze-Temple et al. 
1989; Wilsnack, Wilsnack et al. 1994). The studies by Wilsnack and 
colleagues have shown that younger women (under 40) consistently have 
higher rates of drinking related problems and dependence. In addition, 
unmarried women living in de-facto relationships are more likely than all 
other marital status groups to report drinking problems and dependence, and 
rates of heavy drinking generally do not differ between employed women 
and women at home. One way of interpreting this is that marriage may act 
as a protective factor against heavy drinking, or alternatively, women 
without drinking problems may be more likely to find marriage partners. 
Quantity of alcohol consumed was the best predictor of adverse consequences 
across all age groups, while frequency of drinking in itself was not a good 
12Illustrative quotes are included in the text in this format to highlight points being made in the discussion. 
These quotes come from comments made by women on the spaces provided at the back of the questionnaires. 
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predictor of problems. This suggests that it is the actual amount drunk on 
each occasion that is critical. The analysis of the relationship between alcohol 
consumption and adverse drinking consequences has highlighted that 
alcohol problems are particularly apparent among younger women who 
drink in heavy episodic bursts. Mean monthly heavy episodic drinking was 
the strongest predictor of alcohol problems for women in this age group, 
highlighting the connection between binge drinking and alcohol related 
problems. 
I am 21 years old. My mother says I have far too many drinks. The only time I drink is 
when I go out with friends so I suppose you'd call me a binge drinker, as I do have quite 
a few ... I do not think I have a drinking problem. 
Women in my age group drink in my experience as 'socially acceptable behaviour'. Here 
at university especially living on campus it is very difficult not to consume alcohol to 
some degree. Non alcoholic drinks are quite often not available at social functions ... In 
my age group drinking is often associated with peer pressure - I started in O-week and it 
hasn't really stopped. 
The limitations of these data are similar to other studies reporting on alcohol 
use. The problems of under reporting and response rates are inherent in all 
alcohol studies. A response rate of 66 per cent while not high is higher than 
that achieved by similar studies on alcohol use (eg., NCADA at 52% and 
Holmila's at 60%). The over sampling of married women and slight under 
representation of women under 25 years may have resulted in some 
underestimate of the prevalence of hazardous drinking as younger women 
and single women have consistently been shown to consume more alcohol 
and at hazardous levels. 
There may also be difficulties with using a single cut off score to determine 
alcohol dependence as opposed to measuring hazardous drinking. As 
Claussen and Aasland (1993) found in their study of Norwegian drinkers, a 
single score on the AUDIT is not necessarily a stable measurement of alcohol 
problems as people's score on the AUDIT will change as their drinking 
patterns change over time. This is particularly important when discussing 
young women's scores on the AUDIT. Because young women are more 
likely to drink large quantities of alcohol infrequently they are more likely to 
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score higher on the AUDIT. The range of problems experienced by young 
people drinking hazardously would be different to the problems experienced 
by someone who meets the criteria for alcohol dependence. 
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Chapter 6 Epidemiology of a Reported History of CSA in 
Australian Women 
As discussed in Chapter 2, Section 2.2.1, until now there has been no national 
survey on the prevalence of reported CSA amongst Australian women. The 
results of this study provide for the first time a measure of the prevalence of 
reporting by adults of CSA in Australia as well as providing the data 
necessary to examine the relationship between a history of CSA and alcohol 
abuse (Chapter 7). This chapter presents the results of the prevalence data 
and describes the characteristics of the abuse experience, perpetrators and 
reported initial and long-term effects of the abuse. 
The specific aims of this chapter are to: 
• describe the prevalence of a reported history of CSA in a community 
sample of Australian women; 
• compare the demographic characteristics of women reporting CSA 
with women not reporting CSA; 
• describe the characteristics of the abuse experience and the perpetrators 
of the abuse; and 
• describe the reported initial and long-term effects of the abuse. 
6.1 Methods 
The methods used for determining the sample size needed to ascertain the 
prevalence of reporting a history of CSA in Australia have been described in 
detail in Chapter 3, Section 3.4.3. The definition used for ascertaining a 
history of CSA has also been described elsewhere (see Chapter 3, Section 3.7). 
Methodology specific to this chapter is described below. 
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Weighting 
The sample of 710 used for the analysis in this chapter represents 124 cases 
and 586 controls. The data has been weighted to account for the different 
sampling scheme used for cases and controls in which cases were over 
sampled. On the basis of trying to obtain information on all cases, a 1 in 5 
sample of controls, and the obtained response rates for both questionnaires, 
the following empirical weights were used; cases = 0.27 
(186/124x710/3958=0.27) and controls =1.15 (3772/586x710/3958=1.15) (see 
Appendix D for details). 
The HLOGIT procedure in STATA Release 4 for Windows (Stata 1995) was 
used to perform logistic regressions on the weighted data and obtain Huber 
standard errors, which were then used to obtain Wald statistics and 
corresponding p values. The p values from standard tests performed on the 
weighted data are incorrect since they are based on incorrect standard errors. 
In almost all cases the Wald tests based on Huber standard errors were 
slightly more conservative than the (incorrect) standard results. 13 
6.2 Results 
6.2.1 Prevalence of reported CSA in Australia 
A total of 294 (41.4%) women reported that they had experienced at least one 
of the sexual behaviours listed in Table 6.1 at least once prior to age 16. 
Although many of these experiences did not fit the definition of CSA they 
are included to indicate the range of sexual experiences reported by women. 
Of the reported sexual experiences, 6 per cent (n=45) were consensual sexual 
experiences with peers 14, leaving a total of 249 or 35 per cent of women 
reporting some sexual abuse or harassment during childhood. 
13
Note: In the tables throughout this chapter some of the percentages may differ for the same n's due to the 
weighting procedure of the data. 
14
This fi~ure of 6 per cent is likely to underestimate the true extent of consensual sexual experiences with 
peers pnor to age 16 as women were not specifically asked to report these types of sexual behaviours. 
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Table 6.1: All reported childhood sexual experiences 
Behaviour 
Exposure 
Masturbated 
Sexually aroused them 
Touched breasts or genitals 
Made to touch them sexually 
Rubbed genitals against girl's body 
Touched girl's genitals with their mouth 
Made girl touch their genitals with her mouth 
Attempted vaginal intercourse 
Vaginal intercourse 
Attempted anal intercourse 
Anal intercourse 
Other sexual experience 
*Figures in this table are based on weighted data. 
Number of 
reports 
(n=294) 
171 
50 
109 
193 
97 
120 
24 
23 
86 
47 
7 
4 
39 
% 
of reports 
58.3 
17.1 
37.2 
65 .8 
33.1 
41.0 
8.2 
8.0 
29.3 
16.1 
2.3 
1.4 
13.4 
% of total 
sample 
(n=710) 
24.1 
7.0 
15.3 
27.2 
13.7 
16.9 
3.4 
3.2 
12.1 
6.6 
1.0 
0.6 
5.5 
These sexual experiences were divided into four categories: non contact 
sexual experiences (exposure and masturbation) (n=87); consensual sexual 
experiences with peers (n=45); unwanted sexual experiences with peers (ie., 
where the perpetrator was less than 5 years older) (n=18); with the remainder 
being CSA (n=144). The following table shows the numbers of women in 
each of these categories. 
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Table 6.2: Reported childhood sexual experiences by definitional category 
(n=710) 
Type of experience 
None 
Non-CSA 
CSA 
No reported childhood sexual experiences 
Non-contact sexual experience 
Consensual sexual experience 
Unwanted sexual experience with a peer 
1 experience 
2 experiences 
3 experiences 
(Both CSA and peer abuse experience) 
(Total CSA) 
*Figures in this table are based on weighted data. 
n 
416 
87 
45 
18 
107 
19 
4 
(14) 
(n=144) 
% 
58.6 
12.2 
6.3 
2.5 
15.0 
2.7 
0.5 
(2 .0) 
(20.3%) 
As can be seen from Table 6.2, 144 women reported CSA, representing 20.3 
per cent, 95 per cent C.I (17.3%, 23.5%) of all women in the sample. The 
following analyses relate to these 144 women only. 
6.2.2 Demographic comparison of women reporting CSA and women not 
reporting CSA 
Table 6.3 presents a breakdown of reported CSA by State of Australia. It 
should be noted that the p value may be influenced by the small number of 
respondents from the Northern Territory (NT), Tasmania and the Australian 
Capital Territory (ACT), making inter-state comparisons inappropriate. 
Therefore these three regions were combined. An interstate comparison 
showed that there was no significant difference between reported CSA and 
State (x2=5.9, df=S, p=0.3). 
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Table 6.3: Reported prevalence of CSA by state of Australia 
CSA 
State n % 
New South Wales (n=214) 37 17.4 
Victoria (n=209) 45 21.4 
Queensland (n=124) 32 25.9 
Western Australia (n=69) 16 23.1 
South Australia (n=46) 8 17.5 
Tasmania (n=21) 4 18.3 
ACT (n=22) 0 0 
Northern Territory (n=4) 1 30 .9 
Total 144 20.3 
*Figures in this table are based on weighted data. 
The mean age for women reporting CSA was 38.6 (95% C.I. (36.7, 40.4); 
sd=l0.6, range = 18 to 74 years) compared with 40.3 (95% C.I. (39.2, 41.5); 
sd=l3.3, range = 17 to 79 years) for women who reported no CSA, however 
this difference was not statistically significant, (t=l.63 p=.11). Figure 6.1 shows 
the percentage of women reporting CSA by age group. The overall 
comparison of the percentages by age group is not significant (x2=8.7, df=5, 
p=.12). However, a logistic regression of the probability of CSA by age (not 
grouped) does indicate a statistically significant quadratic relationship with 
an increase up to 38 years of age and then a decrease (x2=7.l, df=l, p=.008). 
Since age reflects the birth cohort, this translates to a maximum reporting of 
CSA for those women born in 1956. 
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Figure 6.1: Reported prevalence of CSA in each age decade 
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Other demographic characteristics of women reporting CSA compared to 
women who did not report CSA are presented in Table 6.4. Analyses have 
been conducted by age, country of birth, employment status, marital status, 
whether or not they had children, and highest qualification. Employment 
status differed significantly between those women who reported CSA and 
those who did not. Women who reported a history of CSA were significantly 
more likely to work part-time or to be students. Although overall marital 
status was not significantly different, if separated and divorced women are 
combined and compared with all other marital groups, a significant 
difference is observed with women who reported CSA being more likely to 
be separated or divorced than any other marital status (33% vs 19%; x2=4.4, 
df=l, p=.04). 
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Table 6.4: Demographic characteristics of women reporting CSA compared with 
women not reporting CSA 
No CSA CSA p value 
% % 
Age group (years) 
17-24 (n=84) 85.7 14.3 p=0.1 
25-34 (n=177) 75.1 24.9 
35-44 (n=203) 77.8 22.2 
45-54 (n=l41) 78.7 21.3 
55-64 (n=72) 84.7 15.3 
65+ (n=31) 96.8 3.2 
Country of birth 
Australia (n=593) 79.0 21.0 p=0.3 
Other (n=117) 83.8 16.2 
Employment status 
Part-time (n=184) 72.1 27.9 p=0.007 
Full-time (n=241) 81.9 18.1 
Home-duties/unemployed (n=243) 85.1 14.9 
Student (n=42) 70.7 29.3 
Marital status 
Never married (n=131) 84.9 15.1 p=0.2 
Married (n=477) 79.9 20.1 
De-facto (n=39) 77.2 22.8 
Sep/not divorced (n=20) 75.3 24.7 
Divorced (n=27) 61.0 39.0 
Widowed (n=15) 77.3 22.7 
Children 
Yes (n=512) 78.4 21.6 p=0.2 
No (n=192) 82.9 17.1 
Number of children 
One (n=121) 76 .0 24.0 p=0.6 
Two (n=168) 77.3 22.7 
Three (n=70) 72.5 27.5 
Four or more (n=35) 76.8 23.2 
Highest qualification 
None (n=325) 79.7 20.3 p=0.7 
Non-degree/ diploma (n=130) 81.7 18.3 
Trade/secretarial (n=l0l) 75.8 24.2 
Nursing (n=52) 76.5 23.5 
Graduate/post graduate (n=l00) 82.8 17.2 
*Figures in this table are based on weighted data. 
The above variables were entered into a multivariate logistic regression 
model for reporting CSA. The effect of employment and marital status 
remained significant. Women who reported working part-time or being a 
student had an odds of reporting CSA of between 2 and 4 times higher than 
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women who were either unemployed or at home. Women who were 
separated or divorced had an odds of reporting CSA twice that of women 
who were not separated or divorced. The pattern of odds ratios for different 
age groups is consistent with the unadjusted percentages in Figure 6.1 with 
the odds for CSA in the 25-34 years age group being significantly larger than 
the youngest age group. When age is entered into the model as a continuous 
variable (ungrouped) there was again evidence for a quadratic relationship 
peaking at age 38 (x2=4.l, df=l, p=.04). 
Table 6.5: Odds ratios and 95 per cent confidence intervals for variables 
significantly related to reporting CSA 
Odds ratio 95%CI P value 
Age group Birth year 
17-24 1970-1977 1.00 
25-34 1960-1969 2.75 (1.03 - 7.35) p=0.16 
35-44 1950-1959 2.26 (0.76 - 6.73) 
45-54 1940-1949 2.11 (0.69 - 6.41) 
55-64 1930-1939 1.70 (0.46 - 6.31) 
65 + < 1929 0.54 (0.08 - 3.78) 
Country of birth 
Australia 1.00 
Other 0.76 (0.43 - 1.34) p=0.9 
Employment status 
Home duties/unemployed (reference) 1.00 
Full-time employment 1.33 (0.73 - 2.45) p=0.005 
Part-time employment 2.15 (1.24 - 3.71) 
Student 4.44 (1.56 - 12.44) 
Marital status 
Not divorced or separated (reference) 1.00 
Divorced or separated 2.27 (1.12 - 4.64) p=0.02 
Children (reference=at least one) 1.00 
None 0.83 (0.42 - 1.64) p=0.3 
Highest qualification (reference=none) 1.00 
Non degree/ diploma 0.82 (0.45 - 1.49) p=0.7 
Trade/ secretarial 1.18 (0.66 - 2.12) 
Nursing 0.99 (0.46 - 2.16) 
Graduate/post graduate 0.71 (0.37 - 1.37) 
*Figures in this table are based on weighted data. 
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In summary, there are significant differences in the demographic 
characteristics of women who reported a history of CSA compared with 
women who did not. Women reporting a history of CSA were more likely to 
be employed part-time or students, and to be separated or divorced. With 
regard to age, there is evidence of a quadratic relationship, peaking at age 38. 
The highest odds ratios occurred for birth cohorts 1950-59 and 1960-69. There 
were no significant differences in state of residence, country of birth, highest 
qualification, whether or not they had children, or number of children. 
6.2.3 Characteristics of sexual experiences of women reporting CSA 
Sexual behaviours experienced 
For the 144 women reporting CSA, a range of behaviours could have been 
experienced during each episode of abuse. For example several types of abuse 
may have occurred in one episode, such as progression from touching of the 
genitals or breasts to intercourse. The percentages of the sample experiencing 
each of the types of behaviours are given below. As can be seen, 81 per cent 
of women who reported CSA reported that someone had touched their 
breasts or genitals. This represents 16.5 per cent of all women in the sample. 
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Table 6.6: Characteristics of reported CSA (n=144) 
Behaviour* 
Exposure** 
Masturbated** 
Sexually aroused them 
Touched breasts or genitals 
Made to touch them sexually 
Rubbed genitals against girl's body 
Touched girl's genitals with their mouth 
Made girl touch their genitals with her mouth 
Attempted vaginal intercourse 
Vaginal intercourse 
Attempted anal intercourse 
Anal intercourse 
Other sexual experience 
*Figures in this table are based on weighted data. 
*Multiple response question. 
n 
48 
22 
59 
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42 
54 
7 
8 
31 
13 
3 
1 
1 
% of total sample 
% (n=710) 
33.6 6.8 
15.4 3.1 
41.1 8.3 
81.4 16.5 
29.4 5.9 
37.4 7.6 
5.2 0.9 
5.4 1.1 
21.6 4.4 
8.8 1.8 
1.8 0.4 
1.0 0.1 
1.0 0.1 
**Women who experienced CSA involving contact sexual experiences may also have reported 
non-contact sexual experiences. 
To gain a measure of severity of abuse, the above behaviours were further 
classified so that the most invasive act by the abuser for the episode of abuse 
is shown. As can be seen in Table 6.7, 10 per cent of women who experienced 
CSA reported a sexual experience that involved actual intercourse and 17 per 
cent reported that the abuser had attempted intercourse. This translates to 2 
per cent of the total Australian population of women having experienced 
CSA involving actual intercourse. 
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Table 6. 7: Reported CSA - most severe experience* (n=144) 
Most severe behaviour n 
(n=144) 
Sexually aroused them/touched breast or genitals 59 
Made to touch perpetrator's genitals 13 
Rubbed genitals against girl's body/ touched genitals with 34 
mouth 
Attempted vaginal or anal intercourse 24 
Vaginal or anal intercourse 14 
*Figures in this table are based on weighted data. 
% 
41.0 
9.2 
24.0 
16.6 
9.7 
% of total 
sample 
(n=710) 
8.3 
1.8 
4.8 
3.4 
1.9 
*Note: figures in this table do not necessarily match Table 6.6 as this table reflects the most 
severe experience only. 
Age at first abuse experience 
The majority of the abusive experiences (71 %) were reported to have 
occurred before 12 years of age. The mean age of first abuse was 10 years 
(sd=3.5). Sexual abuse was rarely reported to have occurred before 5 years. As 
can be seen in Figure 6.2, the highest peaks for age when first abused occur 
between the ages of 8 and 10 years. No significant relationship was found for 
age when first abused and familial or non familial abuse. 
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Figure 6.2: Age at first reported CSA 
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Duration and frequency of abuse 
Duration and frequency of abuse were reported. Approximately half (48%) of 
all women abused were abused once, 21 per cent were abused 2 to 5 times, 11 
per cent abused 6 to 10 times and 19 per cent were abused more than 10 times. 
Of the women abused more than once, 9 per cent reported it occurring on a 
daily basis, 30 per cent on a weekly basis, 22 per cent fortnightly, 27 per cent 
monthly and 9 per cent annually or less. The duration of abuse was obtained 
by subtracting the age when abuse first started from age when it stopped. The 
duration of abuse was less than one year for 57 per cent of experiences, less 
than two years for 14 per cent of experiences and more than 2 years for 29 per 
cent of experiences. 
Coercion 
The majority of women (72%) reported some form of coercion was used to 
make them participate. The most common means of coercion was to have 
been frightened into compliance (Table 6.8). These data were recoded to 
provide a measure of severity of force used: 64 per cent reported verbal 
threats and threats of violence; 7 per cent reported actual violence was used; 
and 29 per cent reported no form of coercion. The fact is that many of these 
children are helpless before both the overwhelming size of the adult, and the 
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adult's natural position of authority. Thus the presence of the adult 1s 1n 
itself coercive. 
Table 6.8: Type of coercion used (n=143) 
Coercion 
Type of coercion used* 
None 
Frightened me 
Talked into it 
Tricked me 
Threatened to tell 
Threatened to hurt me 
Hit, pushed me 
Said they wouldn't love me 
Drugged me 
Sat me on his knee 
Said it was a game 
Bribed me 
Told me to keep it a secret 
Do not remember 
None 
Verbal threats and threats of violence 
Physical violencel 
*Figures in this table are based on weighted data. 
*Multiple response question. 
n 
41 
37 
36 
32 
25 
14 
9 
6 
1 
1 
1 
1 
1 
3 
41 
92 
10 
1Physical violence included 'hit, pushed me' and 'drugged me'. 
Attempts to stop the abuse 
% 
28.5 
26.3 
25.0 
22.8 
17.4 
10.1 
6.2 
4.1 
0.8 
0.8 
0.8 
0.8 
0.8 
2.1 
28.5 
63 .9 
6.9 
Two-thirds of the women (71 %) reported that they made some attempt to 
stop the abuse. By far the most commonly reported measure was avoidance 
of the abuser. Half the women reported that they did this. Other attempts at 
stopping or minimising the abuse consisted of running away (12%), or 
becoming 'numbed, spacing out or leaving their body' (14%). Eleven per cent 
of women reported that they had tried to tell someone about the abuse as a 
way of stopping it. The 'other' category included three women who actually 
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told someone, two who cried, two who can't remember, one woman who 
threatened to scream, and one woman who said it stopped when she got 'too 
old'. Half of the women who reported that they had made no attempt to stop 
the abuse, reported that the abuse occurred only once. 
Table 6.9: Attempts to stop or minimise CSA (n=143) 
Characteristic 
Kind of attempt made to stop abuse* 
No attempt made 
Talked 
Fought back 
Screamed 
Ran away 
Spaced out 
Tried to tell 
A voided the person 
Told someone 
Cried 
Can't remember 
Threatened to scream 
Grew older 
Effect of doing something (n=112) 
No effect 
Reduced it 
Stopped it 
Made it worse 
*Figures in this table are based on weighted data. 
*Multiple response question. 
n 
41 
11 
12 
11 
17 
20 
15 
71 
3 
2 
2 
1 
1 
38 
21 
50 
3 
% 
29.0 
7.5 
8.3 
7.7 
11.9 
14.4 
10.5 
49.7 
2.1 
1.4 
1.4 
0.7 
0.7 
34.0 
18.4 
44.5 
3.1 
Women were asked whether or not their attempts to stop the abuse had any 
effect, and if so what kind. Over one-third (34%) of women reported that it 
had no effect at all whereas 3 per cent said their attempts to stop the abuse 
made it worse. Almost half (45%) reported that it stopped the abuse, and 18 
per cent reported that their attempts to stop the abuse at least reduced it. 
Finally, women were asked how the abuse did eventually stop. The most 
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common way that the abuse stopped was by avoiding the person (24%), 
followed by moving or running away (17%). In 8 per cent of cases the abuse 
was stopped by the parents of the respondents. 
A significant difference was found in how the abuse ended by relationship to 
the abuser. For abuse perpetrated by someone outside the family, women 
were significantly more likely to have stopped the abuse themselves or to 
have had someone else stop it, whereas, for abuse perpetrated by a family 
member or relative it was significantly more likely that the abuse ended by 
leaving or running away (x2=8.81, df=3, p=0.03). 
6.2.4 Perpetrators of reported CSA 
Men were by far the most frequent abusers, with women accounting for only 
two cases. One of these was a grandmother and the other woman's 
relationship status was not reported. The age distribution of abusers ranged 
from 11 years to 70 years (Figure 6.3). The mean age was 33.5 years (95% CI 
31.0-36.0). Almost two thirds of the perpetrators (58%) were more than 20 
years older than the girl at the time of the abuse. The median age difference 
between the girl and the perpetrator was 24 years (sd=14, range of 5 to 64 
years, and interquartile range 10-32 years). 
124 
Figure 6.3: Age of perpetrators 
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Age of Perpetrator 
The relationship of the abuser to the child was reported in the majority of 
cases (83%). The majority of perpetrators were known to the child with only 
7 per cent being strangers. Forty-one per cent were family members 
(including biological relatives such as fathers, grandparents, uncles, siblings, 
cousins, as well as step-fathers and adoptive fathers). Although biological 
fathers were more often reported as abusers than step-fathers, when the total 
number of women who grew up with a biological father compared with a 
step-father is considered, the odds of being abused were 1.9 times higher if the 
child grew up with a step-father than a biological father. Children who grew 
up without any father were also more likely to report abuse than children 
who grew up with their biological father (x2=7.3, df=2, p<.03). 
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Table 6.10: Characteristics of perpetrators (n=144) 
Characteristic 
Age difference 
5-10 years 
11 -20 years 
More than 20 years 
Relationship of perpetrator 
Parent's friend 
Father 
Cousin 
Neighbour 
Stranger 
Uncle 
Friend 
Brother 
Grandfather 
Parent's employer 
Step-father 
Teacher 
Grandmother 
Adoptive father 
Clergy 
Brother-in-law 
Hospital superintendent 
Friend's grandfather 
Friend's father 
Friend's brother 
Parent's friend's son 
Not reported 
In trafamilial# 
N onfamilial 
Not reported 
n 
41 
20 
83 
22 
16 
12 
10 
11 
10 
9 
6 
5 
5 
3 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 
24 
58 
61 
24 
% 
28.0 
13.9 
57.6 
15.7 
11.4 
8.0 
6.8 
7.6 
6.8 
6.4 
4.4 
3.8 
3.8 
2.1 
1.4 
0.8 
0.8 
0.8 
0.8 
0.8 
0.8 
0.8 
0.8 
0.8 
16.8 
40.5 
42.7 
16.8 
% of total sample 
(n=710) 
3.1 
2.2 
1.7 
1.4 
1.5 
1.4 
1.3 
0.8 
0.7 
0.7 
0.4 
0.3 
0.1 
0.1 
0.1 
0.1 
0.1 
0.1 
0.1 
0.1 
0.1 
3.4 
8.2 
8.6 
3.4 
*Figures in this table are based on weighted data. #Intrafamilial includes father, 
grandparent, step-father, adoptive father, uncle, sibling, cousin and other family members. 
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There were significant differences in the frequency of abuse between those 
abused by a family member and those abused by a non family member. The 
abuse was significantly more likely to have been on a regular basis such as 
fortnightly or monthly when the perpetrator was a family member, whereas 
those abused by someone outside the family were significantly more likely to 
have been abused once (x2=13.7, df=2, p=.001). 
A significant difference was also found between the number of times the 
abuse occurred and the relationship with the abuser, with those abused by a 
family member or relative being significantly more likely to experience abuse 
more than 10 times while abuse was more likely to have occurred only once 
when the abuser was not a relative or family member (x2=16.6, df=3, p=.0009). 
Women abused by a family member or relative were more likely to 
experience intercourse than those abused by a non family member (13% vs 
8%), however this difference was not statistically significant (p=.432). 
6.2.5 Disclosure of reported CSA 
Over half (52%) of the women reported that they had disclosed the abuse, 
while 44 per cent reported that they had never told anyone, and 4 per cent 
had unsuccessfully tried. Of the women who had disclosed, 28 per cent did so 
at the time, 9 per cent within the first year of the abuse and 18 per cent 
between one and 10 years later. Almost half (45%) did not disclose until at 
least 10 years after the abuse experience. Disclosure resulted in the abuse 
stopping for 23 per cent of the women who disclosed. There were no 
significant differences between age at first abuse experience and whether or 
not the abuse was eventually disclosed (x2=1.0, df=l, p=0.3). However, girls 
aged under 12 years at the time of the first abuse were less likely to tell 
someone at the time or within a year of the abuse, than those over 12 years 
(x2=7.8, df=2, p=0.02). 
Disclosures were most frequently made to mothers (49%), followed by friends 
(32%), and siblings (29%). Almost half of the women (48%) who told their 
mothers did so at the time of the abuse, whereas it was more common for 
friends and siblings to be told 10 or more years after the abuse (52% and 46% 
respectively). There were no significant differences between familial and 
non familial abuse and disclosure (p=.423). Ten percent of women reported, 
or had the abuse reported to either the police, doctor or helping agency. 
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Table 6.11: Disclosure of reported CSA at time of abuse (n=144) 
Disclosure n % 
Did you tell anyone? 
Yes 75 52.3 
No 63 44.1 
Tried at the time, but was not successful 5 3.6 
When told? (n=80) 
At the time 23 28.3 
Within a year 7 9.3 
1-3 years 1 1.8 
4-10 years 13 16.2 
Over 10 years later 36 44.5 
Who disclosed to* 
Mother 39 48.7 
Sibling 23 29.1 
Friend 25 31.5 
Other adult 10 12 .5 
Partner /husband 6 7.5 
Father 5 6.2 
Helping agency 4 5.0 
Doctor 2 2.9 
Police 1 1.8 
*Figures in this table are based on weighted data. *multiple response question 
When asked what prevented disclosure, by far the most common reason was 
embarrassment or shame (46%), followed by the belief that the other person 
would not be able to help them (23%), or would somehow blame or punish 
them for the abuse (18%) (Table 6.12). 
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Table 6.12: What prevented disclosure and reaction to disclosure of reported 
Table 6.12: What prevented disclosure and reaction to disclosure of reported 
CSA (n=144) 
Disclosure n % 
What prevented disclosure* 
Embarrassment or shame 47 45.9 
Didn't think they would help me 23 22.9 
Thought they would blame me 19 18.3 
Didn't understand what was happening 17 12.9 
Frightened of what would happen 17 12.9 
Didn't want to upset them 11 8.3 
Reaction to disclosure* 
Believed and supported 57 71.0 
Believed but not supported 11 14.0 
Not believed 6 7.2 
Ignored 5 6.4 
Blamed or punished 2 2.9 
Concerned with own feelings 1 1.4 
Other 4 4.7 
*Figures in this table are based on weighted data. *Multiple response question. 
When disclosure of abuse was examined by current age of the women, 
disclosure rates significantly decreased with age (x2=6.9, df=l, p=.008), with 83 
per cent of young women aged 17 to 24 years disclosing compared with 59 per 
cent of women aged 25 to 35 years, 51 per cent aged 35 to 44 and 38 per cent 
aged 45 or more. The timing of disclosure following abuse however was not 
significantly different between younger and older women (x2=0.9, df=4, p=.9). 
6.2.6 Reported immediate effects of CSA 
The majority of women (90%) reported that the abuse experience had been 
unwanted, distressing or upsetting to them. Of the remaining women who 
reported that it was not distressing to them, some reported that they were too 
young to know what was happening and therefore could not remember if it 
was distressing at the time. When asked to describe their reaction to the 
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abuse at the time, almost half (48%) reported that it was confusing to them. 
Other common feelings reported by women were feeling scared ( 40%), 
helpless (28%), disgusted (27%), shame (25%), shocked (21 %), and surprised 
(19%). 
Table 6.13: Reported immediate effects of CSA (n=144) 
Immediate effects 
Unwanted or distressing at the time 
Yes 
No 
Reaction at the time* 
Confusion 
Fear 
Helplessness 
Disgust 
Shame 
Shock 
Surprise 
No strong feelings 
Interest 
Pleasure** 
Hatred 
Felt it was my fault 
No trust 
n 
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14 
68 
57 
40 
39 
36 
30 
27 
11 
5 
4 
2 
1 
1 
% 
89.8 
10.2 
47.8 
39.6 
27.9 
26.9 
25.1 
21.1 
19.1 
7.8 
3.4 
2.8 
0.9 
0.4 
0.4 
*Figures in this table are based on weighted data. *Multiple response question. 
**The four women who reported pleasure as a reaction at the time of the abuse, also reported 
other feelings such as fear, disgust, shock, helplessness and shame. These women were all 
aged between 7 and 9 at the time of the abuse. 
Women were asked who they thought was responsible for the abuse at the 
time of the episode. The majority of women (70%) felt the other person was, 
19 per cent felt that they were, and 9 per cent reported something else, such as 
they were both responsible or they did not know. Of those women who 
believed that they were responsible at the time of the abuse, 82 per cent later 
changed their minds. Two-thirds of these women ( 68%) now believed that 
the other person was responsible for the abuse. The remaining women did 
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not specify how they had changed their minds about the issue of 
responsibility. Women abused by a family member were more likely to 
blame themselves for the abuse (21 % vs 18%) however, this difference was 
not statistically significant (p=0.9). 
6.2. 7 Reported long-term effects of CSA 
Although the majority of women reported immediate negative effects of the 
abuse, less than half (46%) reported that they believed the abuse had led to 
long term effects on their lives. When asked what kind of effects it had had, 
the most common negative effects reported were lower self-esteem (55%), 
general distrust (49%) and sexual problems (33%). A significant proportion of 
women (18%) also reported that it had led to a fear of men, 18 per cent 
reported it had caused them to be depressed (note: this was not defined 
clinically but their own interpretation of the meaning of depression) and 13 
per cent reported eating problems as a result of the abuse. 
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Table 6.14: Reported long-term effects of CSA (n=144) 
Reported long-term effects n % 
Long-term effects 
Yes 65 45.5 
No 76 52.9 
Missing 2 1.6 
Description of long-term effects* 
Lowered self-esteem 36 54.8 
Distrust 32 48.6 
Sexual problems 22 33.3 
Fear of men 12 17.8 
Depression 12 17.8 
Eating problems 9 13.4 
Drug problems 1 1.7 
Mental health problems (unspecified) 1 1.7 
Not reported 1 1.7 
*Figures in this table are based on weighted data. *Multiple response question. 
6.2.8 Memory 
The majority of women (87%) reported that they had always remembered the 
abuse. The 12 per cent of women who reported that they had not always 
remembered were asked at what age they first remembered and what 
triggered their memory of the abuse. Most of these women reported that 
they did not remember the episode until their 20's (mean age=29; sd=13.5; 
range=l0 to 55 years). The majority of these women (n=7), could not 
remember what triggered their memory of the abuse, of those who did, the 
reasons given were after sex (n=3), this questionnaire (n=2), a documentary 
on incest (n=l), when they got married (n=l), seeing the perpetrator again 
(n=l), driving past the house where it occurred (n=l) and realising later in 
life what it was all about (n=l). 
Further analysis was conducted looking at age of abuse by whether or not the 
episode had always been remembered. Of those women whose abuse first 
occurred before the age of 6 years, 22 per cent said that they had not always 
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remembered compared with 10 per cent of women whose abuse first occurred 
after the age of 6 years. However, this difference was not statistically 
significant (x2=1.8, df=l, p=.2). There was also no significant relationship 
between intrafamilial and non familial abuse and whether or not women 
had always remembered the experience (x2=.75, df=l, p=.4). Similarly, there 
was no significant relationship between remembering and whether or not 
women had received any counselling following the abuse (x2=1.4, df=l, p=.2). 
Women were asked whether or not they had received any counselling for 
the abuse and if so if it was effective. Only 5 per cent reported receiving 
counselling, of whom 66 per cent reported it to be helpful. Over one-third 
(35%) of the women reporting abuse said that they had experienced 
nightmares relating to the sexual experience. The frequency with which 
these women experienced nightmares was less than monthly (10% of 
women), less than yearly (30% of women) and rarely (62% of women). 
6.3 Discussion 
This is the first time ever I have really confronted my childhood sexual experiences - I 
guess a little (very) reluctantly! (only because this is strictly confidential and 
anonymous). It is a huge burden to carry and makes me feel ill that it happened - and 
tragically it seems so common ... 
This chapter reveals a high rate of reported CSA amongst Australian women. 
A prevalence rate of 20 per cent for sexual abuse involving at least genital 
contact is within the range reported by overseas community studies and 
closely parallels the levels reported from New Zealand using a comparable 
method of ascertainment (Anderson, Martin et al. 1993). The figure of 35 per 
cent for any sexual abuse or harassment during childhood reported in this 
study is comparable to overseas findings (Bagley and Ramsay 1986); (Wyatt 
1985); (Mullen, Romans-Clarkson et al. 1988); (Russell, Schurman et al. 1988); 
(Anderson, Martin et al. 1993). The findings show that the type of abuse 
experience is severe with 17 per cent reporting attempted intercourse and 10 
per cent actual intercourse. This is similar to overseas studies showing 
between 5 per cent and 12.5 per cent of abused women reported intercourse 
(Baker and Duncan 1985); (Briere and Runtz 1988); (Anderson, Martin et al. 
1993). 
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Research on CSA is inherently difficult to undertake due to the retrospective 
nature of the methodology resulting in the potential for bias in the reporting 
of abuse. For example, even though the response rate obtained was high for 
a questionnaire of this size and given the sensitivity of the topic, CSA 
appears to be a difficult issue for some women to discuss. The quotations 
below highlight how difficult it must have been for women to report their 
experiences. 
Answering the questions on childhood sexual experiences caused me a considerable 
amount of anxiety. It took me some time and thought before I decided to complete this 
section of the questionnaire. The closer the association of the person involved the harder 
it became to answer the question ... 
The last questions have been difficult to answer. I have told no one. I don't trust my 
personal life information to anyone who knows me ... 
It is impossible to know whether the prevalence figure obtained from this 
study is an overestimate or an underestimate of the extent of CSA in 
Australia. However, there are a number of methodological advantages in 
the current study which provide some confidence in extrapolating the results 
to the general population. For example: there were no major differences 
between respondents and non respondents to the survey; and a number of 
detailed questions were asked about sexual experiences to aid recall. As 
discussed in Chapter 2, one of the most important factors affecting prevalence 
rates is the number and type of screening questions used. Studies that have 
relied on a single screening question to elicit reports of CSA have generally 
obtained relatively low rates (5% Seigel, Sorenson et al. 1987; 22% Bagley and 
Ramsay 1986), while the highest prevalence rates have been reported by 
studies that have used eight or more questions (54% Russell 1983; 62% Wyatt 
1985). Although this study used a series of eight or more questions, it did not 
obtain as high a rate as Wyatt (1985) or Russell (1983), but was similar to that 
reported by Anderson, Martin et al. (1993) using a similar methodology in a 
New Zealand population comparable in many ways to Australia. Since the 
current study was based on a random sample and achieved a higher response 
rate than the American studies, it is reasonable to assume that the prevalence 
rate obtained is a good reflection of the extent of CSA in Australia. 
Ultimately, however, there is no way of knowing what the effects of failure 
to recall, or failure to report, are on the ascertainment of CSA (for discussion 
of reporting bias see Chapter 8). 
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The inclusion or exclusion of sexual abuse involving peers is another factor 
affecting prevalence rates. Although both figures are reported in Table 6.2, 
this study has taken a more conservative approach by defining CSA as abuse 
perpetrated exclusively by someone at least 5 years older. Although it is 
recognised that peers are capable of committing acts of sexual assault, 
consensus has not yet been reached on whether or not to include peer abuse 
in prevalence figures. Peer abuse was excluded from this study for two 
reasons. Firstly there is some research to indicate that sexual experiences 
with peers, even those involving force, are perceived as less traumatic 
(Finkelhor 1979). Secondly, there was concern that by including a wide range 
of experiences in the definition of abuse, it might have the effect of 
trivialising the extent of the problem. It is worth noting that the inclusion of 
unwanted contact sexual abuse perpetrated by peers in this study actually 
only increases the prevalence rate by three per cent which highlights the fact 
that the majority of CSA is perpetrated by adults on children. 
The effect of the different definitions of CSA on prevalence rates should not 
distract from the significance these experiences may have had on the 
individual women concerned. This issue was highlighted by the exclusion of 
all non contact sexual experiences from this study on the basis that because 
they did not involve physical contact the majority of these experiences would 
not qualify as 'abuse' . However, some non contact sexual experiences can be 
traumatic and damaging to girls. The following example illustrates a sexual 
experience that involved no physical contact, but left a lasting negative 
. . 
1mpress1on. 
An influential "sexual" experience not covered in this survey for me, was my father's 
sexual attitude to me in my teens - he would encourage me to be sexy and tough (like 
Emma Peel in the "Avengers"). Anyway, he put me down for being me and tried to 
impose his rather perverse sexual fantasies on me. This sort of emotional betrayal affected 
me poorly. 
Results of this study support other investigations which have found that 
women who report CSA are more likely to be divorced or separated (Mullen, 
Martin et al. 1994); (Bagley and Ramsay 1986); (Mullen, Romans-Clarkson et 
al. 1988). This is in line with the suggestion that women who have 
experienced CSA may have greater difficulties with maintaining intimate 
relationships. The results do not support findings that women who report 
CSA are more likely to have children (Mullen, Martin et al. 1994), or to have 
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obtained some college education or higher (Seigel, Sorenson et al. 1987). 
However, this study did find that women who were currently studying were 
more likely to report a history of CSA. 
Debate exists about the existence of age cohorts with respect to reporting of 
CSA. There is evidence to support the existence of age cohorts whereby 
women aged under 40 years are more likely to report CSA than women aged 
over 40 years (Baker and Duncan 1985); (Seigel, Sorenson et al. 1987); (Briere 
and Runtz 1988). A national survey by Finkelhor et al (1990) found 
significantly lower rates of reported CSA for women over 60 years and 
significantly higher rates of reported CSA for women aged 40 to 49. 
Similarly, Bagley and Ramsay (1986) found women under 40 years were 
significantly more likely to report CSA than women aged over 40 (28% vs 
11 %). Russell (1986) also found lower rates of CSA among older women and 
higher rates of CSA for women in their 30's. Several other studies however, 
report no significant differences in the reported rates of CSA by current 
decade of age (eg., Wyatt 1985; Anderson, Martin et al. 1993). 
An interesting finding of this survey which fuels this debate is the varying 
pattern of reporting rates with age. It seems that the very youngest and oldest 
age groups are less likely in this survey to have reported CSA. As already 
mentioned some research has reported that older women are less likely to 
report CSA, however, there have been no reports of young women being less 
likely to report CSA. There are a number of possible explanations for this. 
The most hopeful is that the incidence of CSA is actually declining. 
However, it is more likely to reflect the fact that for these young women 
there has not been enough time passed since the abuse so that they are still 
unable to discuss this. Indeed, the results showed that only half the women 
ever disclosed the abuse. More importantly, almost half of these women did 
not disclose until more than 10 years after the abuse episode. The peak age 
for reporting abuse was 38 years which corresponds to 1956 birth cohort. The 
most common age at first abuse was 8 years, which leads to a peak of abuse in 
1964. In addition, women born between 1940 and 1960 were over two times 
more likely to report abuse than women born in the 1970's. It will be 
important to monitor any differences in reporting by age cohort as an 
indicator of changing rates in society. 
One of the most disturbing and consistent findings is the fact that the 
majority of reported CSA was inflicted on pre-pubescent girls. In this study, 
the most common age at first abuse experience was 8 years. This is within 
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the range reported by other studies showing that the ages of greatest risk as 8 
to 12 years (Anderson, Martin et al. 1993); (Briere and Runtz 1988); (Seigel, 
Sorenson et al. 1987); (Baker and Duncan 1985). 
Answering the questions about sexual abuse made me realise how scared I was that night. 
I might have only been 8 years of age, but I'll never forget. 
It is important to note that although few cases of CSA were reported before 
the age of 5 years this may be an issue of not remembering as opposed to 
there being no abuse before this age. This is supported by official reporting 
figures for sexual abuse by age group which shows that the rate of sexual 
abuse per 1,000 children is similar in the 2 to 5 years age group compared 
with the 6 to 10 years age group (2.7 per 1,000 and 2.6 per 1,000 children) 
(Angus and Wilkinson 1993). This suggests that there was an under 
reporting by women in this survey of CSA before the age of 5 . 
... In hindsight (and especially recently) I feel certain that there are sexual experiences I 
had as a child that I cannot remember. (I am plagued by strange dreams suggesting 
this). In time I think I will seek counselling for this, but I find this sort of embarrassing 
( ie., I have no proof). 
I believe at some time when I was approximately 5 that something sexual happened to 
me with a man. I cannot remember and have no real desire to remember ... 
The finding that it is men who are the main perpetrators of sexual abuse 
against girls is not new. Nor is the fact that these men are a lot older than the 
girls they abuse. However, it is worth reiterating this point and the results of 
this study again highlight this age difference. The median age difference was 
25 years with almost two-thirds of the perpetrators being 20 or more years 
older than the girl at the time of the abuse. This point is important when 
considering the issue of force or coercion. The age difference between the girl 
and the perpetrator means that the very nature of this relationship is 
unbalanced and coercive. The fact is that many of these children are helpless 
before the overwhelming size and authority of the adult and that the very 
presence of the adult is in itself coercive. 
As a child I was taught to have ultimate respect for adults and as such did not question 
their actions. So when this man abused me I simply accepted it as being his right as an 
adult and I as a child did not even think to question this. 
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Despite the obvious power imbalance, this study, along with others, reports 
the use of actual violence to subdue the child (Anderson, Martin et al. 1993); 
(Seigel, Sorenson et al. 1987); (Briere and Runtz 1988). Browne and Finkelhor 
(1986) suggest that this early experience of powerlessness is likely to 
contribute to anxiety, somatisation, dissociation, and increased vulnerability 
to subsequent abuse. The betrayal experienced by the child disrupts her 
ability to trust others and leads to problems in forming and maintaining 
intimate relationships as an adult. This seems to be borne out by the results 
of this study indicating women who had experienced CSA were more likely 
to be divorced or separated and commonly reported feelings of distrust as a 
long-t.erm effect of CSA. 
Abuse by biological fathers accounted for 11 per cent of cases which represents 
2.2 per cent of the total sample of women. This rate is similar to that found 
in other studies such as Finkelhor, Hotaling et al. (1990) with 3 per cent, 
Russell (1983) with 5 per cent, and Mullen, Romans-Clarkson et al. (1988) 
with 6 per cent. When the total number of women who grew up with a 
biological father compared with a step-father is considered, the odds of being 
abused were almost two times higher if the child grew up with a step-father 
than a biological father. Children who grow up without any father were the 
most likely to report abuse compared with children who grew up with their 
biological father. These girls may be more vulnerable to abuse because they 
are exposed to a greater number of men. It is important to note that the vast 
majority of fathers do not abuse their daughters, and that although step-
fathers present a higher risk, it is still only a minority of step-fathers who 
abuse their step-daughters. 
Abuse by family members appears to be more severe as it was more likely to 
occur on a regular basis and to occur more often than abuse perpetrated by 
someone outside the family. However, there were no differences in whether 
or not women disclosed the abuse by relationship to abuser. In contrast, 
Anderson, Martin et al. (1993) found that disclosure was less likely to have 
occurred if the abuse was perpetrated by a relative or family member. In the 
current study, mothers were the most frequently disclosed to. However, in 
only half of the cases did disclosure actually occur at the time of the abuse. 
Significant findings are that the majority of women reported that they had 
tried to stop the abuse. Half of them actually told someone about the abuse, 
although only one-third did so at the time. The uncertain outcome of 
disclosure is an important dynamic. The reasons given by just under half of 
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the women who reported that they did not disclose the abuse were 
embarrassment or shame, followed by the belief that the other person would 
not be able to help, or would somehow blame or punish them for the abuse. 
This highlights the relationship between powerlessness and psychological 
coercion resulting in feelings of responsibility for the abuse and indicate that 
shame and self-blame were most likely already apparent immediately 
following the abuse. 
It is important to underline the finding that 90 per cent of women reported 
that the abuse was distressing and unwanted at the time. Despite this, less 
than half reported that it has caused them any long term harm. This finding 
suggests that women are not trying to attribute all their problems to sexual 
abuse. For example, the following quotation highlights the tendency of 
women to minimise their experiences: 
I have been an alcoholic and drug addict for all my adult life ... the sexual experience I 
described with my brother involved him coming into my room when everyone else was 
asleep and taking me into his bed. He would put my hand on his penis and I would 
pretend to be asleep ... but I don't think it affected me very badly. 
However, research by Mullen, Martin et al. (1996) shows that there may be a 
greater degree of association between reported CSA and long term difficulties 
than women's subjective assessments would indicate. It is important to note 
that women who have been abused may indeed experience later 
psychological difficulties which can be independently and objectively 
measured, yet many of these women are reluctant to attribute these problems 
to the CSA. The fact that women do not 'allow' themselves to acknowledge 
that the abuse may have adversely affected them may be related to their 
feelings of responsibility for the abuse at the time and the fact that they did 
not disclose it to anyone for fear of being punished or not believed. It may be 
that the shame and guilt felt by many women about this experience explains 
some of their reluctance to acknowledge any resulting trauma. 
Alternatively, there may be no causal relationship between a history of abuse 
and problems in adult life. 
In summary, the results of this survey indicate that similar to other English 
speaking countries, Australian women report high rates of CSA. The 
majority of these abuses were perpetrated by adult men on pre-pubescent 
girls. Almost all were reported as unwanted or distressing. One-quarter 
involved attempted or actual intercourse and while all were coercive, seven 
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per cent involved actual physical violence. Our community needs to be 
sensitive and educated to the existence of CSA. Because of the closeness of 
the perpetrator to the victim and the victim's fear of being blamed or not 
being believed, many cases of abuse are never reported to authorities. 
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Chapter 7 The Relationship Between a Reported History of 
CSA and Alcohol Abuse in Women 
This chapter examines the relationship between a reported history of CSA 
and the development of alcohol abuse in women, taking into account the 
potential effects of confounding variables (such as farnily history of 
alcoholism) and effect modifiers (such as having an alcoholic partner). 
The specific aims of this chapter are to: 
• obtain an estimate of the strength of the relationship between a 
history of CSA and alcohol abuse taking account confounding and 
effect modification; 
• examine the extent, if any, of a dose-response relationship between a 
history of CSA and alcohol abuse; and 
• examine the robustness of the model in terms of predicting alcohol 
abuse in women. 
7.1 Methods 
7.1.1 Bivariate analysis 
For all analyses, the dependent variable used was case status (for definition of 
"cases" see Chapter 3, Section 3.5). Variables identified from the literature as 
potential confounders or effect modifiers (see Chapter 3, Section 3.10) were 
initially tested for significance using x2 tests on the total sample (n=710). 
Continuous variables were analysed using Student's t-test. Bivariate odds 
ratios (unadjusted odds ratios) were also obtained (see Table 7.1). 
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7.1.2 Multicollinearity 
Due to the potential for variables in the model to be highly correlated, 
variables significant at the bivariate level were correlated in an attempt to 
avoid multicollinearity. A correlation matrix was produced of all a priori 
confounding and effect modifying variables. A correlation of 0.5 or above 
was taken as evidence of strong correlation. There are a number of options 
for dealing with multicollinearity, one of which includes the removal of one 
of the correlated variables (Kleinbaum 1994). In the present analysis only two 
variables, 'having problems with drinking while growing up' and 'having 
problems with drug use while growing up' were correlated above 0.5 (r=.607). 
The variable, 'having problems with drug use while growing up' was 
removed from the multivariate analysis as it had a lower correlation with 
case status (r=.127) than did the variable, 'problems with drinking' (r=.268). 
In addition, the number of women who answered 'yes' to 'having problems 
with drug use while growing up' was smaller (n=26) than for having 
'problems with drinking' (n=41). 
7.1.3 Multivariate analysis - adjusting for confounding and effect modifiers 
Multivariate analysis was used to obtain a valid estimate of the relationship 
between CSA and alcohol abuse that accounted for potential confounding 
and effect modifiers. A hierarchical backward elimination procedure was 
used at each step to eliminate non significant interactions and main effect 
variables and to simplify the model and minimise potential collinearity 
problems. The model was built following the method outlined by 
Kleinbaum (1994) and involved a three stage process. 
1. Stage 1 - Variable Specification which identified possible confounding 
and effect modifier variables (previously determined from the 
literature) and provided in the initial model. Backward elimination 
procedure was used to select a model of significant independent 
variables. As the model became simpler this resulted in fewer missing 
values, increased sample size and lower chance of multicollinearity. 
2. Stage 2 - the Interaction Assessment (designed to eliminate non 
significant interactions and main effect variables). 
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3. Stage 3 - Assessment of Confounding involved monitoring changes in 
the odds ratios against the initial model containing all potential 
confounders following the systematic removal of variables. 
Stage 1 
Variables statistically associated with CSA and alcohol abuse at the bivariate 
level were entered into a multivariate model. As cases were deleted if they 
had missing values on any of the variables, the total sample size was reduced 
from 710 to 560. Bivariate analyses were then repeated using the reduced 
sample size, resulting in some of the variables losing significance and 
therefore being excluded from further analysis (see Table 7.2). 
Childhood sexual abuse was forced into each model because it is the exposure 
of interest. All potential confounders and effect modifiers were then entered 
using a hierarchical backward elimination procedure. All non statistically 
significant variables (ie., p>.05) were removed and the model was refitted 
using only those variables which remained statistically significant. A 
significant likelihood ratio test (LRT) was used as the criterion for the 
removal of a variable from the model. The variable that had the lowest LRT 
was removed from the model followed by the next lowest and so on until no 
more variables could be deleted (see Table 7.3). This produced a multivariate 
model that accounted for the effect of confounders on the relationship 
between CSA and alcohol abuse 
Stage 2 
Only interactions between CSA and the other variables significant at Stage 1 
were examined. (It should be noted that by only using interactions between 
CSA and other variables, some significant interactions may have been 
missed. However, alternative strategies would have involved more 
hypothesis testing and significantly increased the potential for Type 1 errors). 
All two way interactions were examined first followed by three way 
interactions. For all significant interactions, lower order components 
remained in the model. CSA and age were entered first, followed by all 
potential confounders, effect modifiers and interactions using a hierarchical 
backward elimination procedure. Interactions were assessed using the same 
criterion for entry as the main effects model (Stage 1). All significant 
interactions and significant lower order components were kept and a final 
model refitted (see Table 7.4). 
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Stage 3 
Assessment of confounding involved monitoring changes in the odds ratios 
of CSA and interaction terms following the removal of variables against the 
model containing all potential confounders. Only those main effects that 
were not lower order components of any significant interactions were 
assessed for confounding. All potential confounders were retained in the 
model to increase validity (Kleinbaum 1994). 
7.1.4 Assessing goodness-of-fit 
The model containing the significant interaction terms was assessed to 
determine how effective it is in describing the probability of alcohol abuse. 
The goodness-of-fit of a model can be measured by a number of parameters: 
the classification table; the deviance; and the goodness-of-fit test (Hosmer and 
Lemeshow 1989). The classification table compares the observed alcohol 
status with the predicted probability of being a case to see how well the model 
classifies the observed data. However, as implemented in SPSS, it only 
provides an indication of whether the estimated probability of being correctly 
or incorrectly classified is greater or less than one half. Another measure of 
how well the model fits the data is the deviance. This is a function of the 
model likelihood - the probability of observing the data, given the model 
parameters. A good model is one that results in a high likelihood of the 
observed results and this is reflected in a small deviance. The goodness-of-fit 
statistic is another measure which compares the observed probabilities to 
those predicted and can also be used to test how well the model fits the data. 
The Hosmer and Lemeshow (1989) test measures goodness-of-fit based on 
'deciles of risk', that is, a grouping method based on percentiles of the 
estimated probabilities. This is a more appropriate test to use when the 
expected number of cases is small for each distinct covariate pattern (as is the 
case here) and the asymptotic assumptions required for the other goodness-
of-fit tests are not valid. 
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7.1.5 Diagnostics 
Since it is important to examine the adequacy of the model, a series of 
diagnostics were undertaken in order to detect influential data points, 
outliers and violations of the model's assumptions. Tests of the following 
parameters were undertaken: residual ( to examine differences between the 
observed probability of being a case and the predicted probability of being a 
case based on the model); standardised residual (the residual divided by an 
estimate of its standard deviation); deviance (to compare the predicted 
probability of being correctly classified as a case given the model, to the 
perfect prediction of l); studentised residual (to measure the change in the 
model deviance if a case is excluded); and leverage (to detect cases that might 
have a large impact on the predicted values). 
Each of the above diagnostic statistics was plotted in order to identify 
individuals who were incorrectly classified as either cases or controls. A 
visual inspection was then conducted on the raw data to look for any 
obvious data entry or coding errors. The regression coefficients (Beta's) for 
each variable in the model were also plotted. From these plots, significant 
outliers were identified and an examination was made of the effect on the 
model of removing these individuals. The ideal case is that every subject has 
an equal influence on the estimated odds ratios. 
7.1.6 Test for dose-response 
The relationship between aspects of CSA and alcohol abuse was examined. 
Severity of CSA was characterised on the basis of those factors identified from 
the literature as being associated with worse outcomes (see below and 
Chapter 2, Section 2.3.5). Severity of alcohol abuse was measured as a 
continuous variable by an individual's total score on the AUDIT (see below). 
Chi-square analyses were first conducted between the individual measures of 
severity for CSA and case status. A correlational analysis was then conducted 
to relate severity of CSA to severity of alcohol abuse. 
145 
Measurement of the severity of exposure 
Research on the relationship between CSA and long term effects has 
suggested that certain characteristics of the abuse experience may be related to 
worse outcome. However, this research has yet to be confirmed (Browne and 
Finkelhor 1986). For the purposes of measuring a dose-response relationship 
between CSA and alcohol abuse, the following 'dose' factors for CSA were 
identified (see Chapter 2, Section 2.3.5): abuse involving penetration (Walker, 
Katon et al. 1992); (Bagley and Ramsay 1986); (Russell 1986); (Peters 1988); 
(Sedney and Brooks 1984); (Mullen, Romans-Clarkson et al. 1988); abuser 
being a father or stepfather (Walker, Katon et al. 1992); (Browne and 
Finkelhor 1986); (Russell 1986); (Finkelhor 1979); (Herman, Russell et al. 
1986); (Tsai, Feldman-Summers et al. 1979); use of force or threat of force 
(Mullen, Romans-Clarkson et al. 1988); (Finkelhor 1979); (Russell 1986); 
duration, number of times and frequency of abuse (Browne and Finkelhor 
1986); (Tsai, Feldman-Summers et al. 1979); (Bagley and Ramsay 1986); the 
child's perception of the experience (Peters 1988); (Beitchman, Zucker et al. 
1992); and age of onset of abuse (Sedney and Brooks 1984-). 
The above factors were measured via questions contained in questionnaire 2 
(CSA Section, Questions 1, 2, 4, 7, 9, 14) (Table 7.1). There was an a priori 
decision made on how these factors would be recoded to provide a score of O, 
1, or 2 for each index. A sum of all scores was calculated to provide an 
overall severity index of CSA. 
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Table 7.1: Measurement of the severity of reported CSA 
Variable Most severe 
(Score=2) 
1. Penetration/ oral-genital contact Intercourse 
2. Father/ step-father Biological 
3. Use of force or threat of force Actual force 
4. Duration (year ended - year started) 2 years+ 
5. Number of times >10 
6. Frequency of abuse Weekly/ daily 
7. Perception of abuse Negative 
8. Age of onset 12 + years 
9. Number of perpetrators Three or more 
Moderate 
(Score=l) 
Oral/genital 
Step-father 
Threat of force 
1 to 2 years 
2 - 10 
Monthly 
Neutral 
5 - 11 years 
Two 
Less severe 
(Score=0) 
Other 
Other 
Other 
< 1 year 
Once 
< Monthly 
Positive 
0 - 4 years 
One 
The index for severity of CSA was calculated as the sum of the scores. Scores 
could range from O to 18, with higher scores indicating higher severity. The 
final scale ranged from 3 to 16, with a mean score of 8, a median of 8 and a 
standard deviation of 2.9. Reliability analysis was conducted on this scale 
using Cronbach's alpha and showed that the nine item scale has an alpha of 
.55, indicating moderate reliability (see Appendix B for scale reliability 
analysis). 
The moderate reliability obtained for this scale highlights the fact that there 
are a number of limitations with this measurement. It may be reasonable to 
assume that individual variables might be associated with more severe 
outcomes (such as abuse involving intercourse versus no intercourse), 
however, attempts at creating an overall numeric score which measures 
severity may not actually reflect the trauma of a single episode of CSA 
experienced by an individual. 
There are also some problems with assigning equal status to the different 
abuse variables. For example, someone who is abused by their father is 
scored as 2 (most severe), but equally so is someone who is abused after the 
age of 12. These two experiences may be quite different in terms of their 
effect on the individual. In addition, there are problems with using number 
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of perpetrators as a measure of severity, as being abused by one trusted person 
over a long period of time is likely to be as traumatic as abuse by multiple 
perpetrators. The assumption of a quantitative linear relationship between 
CSA and alcohol abuse may not accurately reflect the complex human 
phenomenon under investigation. Future research could consider applying 
weights to each of the variables based on women's own assessments of what 
they considered was the most significant events for them. 
However, given these caveats and the fact that any method will have 
limitations, there may be some justification in combining these individual 
measures into a severity index, in addition to examining the effect of each of 
these variables individually. 
Measurement of the severity of alcohol abuse 
The total score obtained for each person on the AUDIT was used as the index 
of severity. This provided a potential score ranging from O (no alcohol 
problem) to 40 (alcohol dependence). The mean score for the AUDIT was 3.4 
(sd=3; range= 0 - 35) (Figure 7.1). Self-reported alcoholics who no longer 
drank alcohol (and therefore scored O on the AUDIT) were excluded from the 
dose-response analysis (n=ll) . 
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Figure 7.1: Total AUDIT score 
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7.2 Results 
7.2.1 Stage 1 - Unadjusted and adjusted odds ratios 
Bivariate analyses were first conducted between cases and controls on all 
potential confounders and effect modifiers using x2 and Student's t-tests. 
Odds ratio tests were undertaken to produce unadjusted odds ratios (Table 
7.2) and adjusted odds ratios (Table 7.3) for CSA predicting alcohol abuse. 
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Childhood factors predicting alcohol abuse 
CSA 
There were no significant differences between cases and controls in reported 
history of CSA (22% vs 20%; x2=0.17; p=.68). As can be seen in Table 7.2, the 
unadjusted odds ratio for CSA predicting alcohol abuse was 1.01. 
Family background 
A number of variables related to a woman's family background significantly 
predicted alcohol abuse. The quality of the relationship between women and 
their mothers was significantly related to alcohol abuse. Cases were 
significantly more likely to report their mothers as: cold, uncaring and over 
controlling (77% vs 64%, x2=6.10. df=l, p=.01); having poor physical or 
mental health (x2=5.91, df=l, p=.015); 15 or having died (13% vs 6%, x2=8.70, 
df=l, p=.003). Cases were also more likely to have had an alcoholic mother 
(8% vs 4%), however, this difference was not statistically significant (p=.07). 
Women who abused alcohol were significantly more likely to report growing 
up with an alcoholic father (31 % vs 20%, x2=6.73, df=l, p=.01).15 However, 
cases were no more likely to report other difficulties with their fathers. 
Women with alcohol problems were significantly more likely to report the 
presence of a warm and caring male in their lives (32% vs 23%, x2=3.84, df=l, 
p=.05), although this was not necessarily their father. 
Women who abused alcohol were significantly more likely to report having 
grown up with violence in the home (30% vs 21 %, x2=4.79, df=l, p=.03). 
However, they were no more likely to report being victims of physical abuse 
(p=.565). Table 7.2 shows the unadjusted odds ratio for a history of violence 
in the home was almost 8 times higher for cases than for women without 
alcohol problems. 
Women with alcohol problems were significantly more likely to report 
having attempted suicide prior to age 16 years (11 % vs 4%, x 2=9.85, df=l, 
p=.002). A range of other self-defined problems were also reported before age 
16 years. These included problems with: eating too much or too little (30% vs 
18%, x 2=7.80, df=l, p=.005); gambling (3% vs 0%, x2=9.28, df=l, p=.002); 
15
These variables lost significance in the unadjusted odds ratio test due to the use of a smaller subset of the 
sample. The smaller sample results from the deletion of cases that do not have data on all the variables in 
the adjusted logistic regression model. The unadjusted odds ratios are calculated on the lower n. 
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violence (7% vs 1 %, x2=18.14, df=l, p=.001); drug use (9% vs 3%, x2= 11.48, 
df=l, p=.001); drinking (20% vs 3%, x2=50.34, df=l, p=.001); police (9% vs 2%, 
x2=12.47, df=l, p=.001); and school (12% vs 4%, x2=14.0, df=l, p=.001). 
These results suggest that women with alcohol problems are significantly 
more likely to have had unhappy, disruptive and dysfunctional childhoods. 
Factors in adulthood predicting alcohol abuse 
Demographic factors 
As reported in Chapter 4, Section 4.1.4, women with alcohol problems 
differed from controls on a number of demographic factors. Cases were 
significantly younger, more likely to be single or living in a de-facto 
relationship, less likely to have children, more likely to be born in Australia, 
to be employed full-time or to be students. 
Psychological factors 
Women with alcohol problems reported a significantly lower mean score for 
self-esteem (30 vs 32; t=-3.27, p=.001). Women who abused alcohol were 
more likely to score above the cut off point on the GHQ, indicating some 
degree of current mental health problem (46% vs 30%, x2=11.83, df=l, p=.001). 
Cases were also more likely to report a range of problems to do with: eating 
(15% vs 5%, x2=14.04, df=l, p=.001); gambling (5% vs 2%, x2=S.29, df=l, p=.02); 
violence (7% vs 1 %, x2=13.60, df=l, p=.001); drug use (7% vs 1 %, x2=21.44, 
df=l, p=.001); and self-defined mental health problems (31 % vs 13%, x2=22.55, 
df=l, p=.001). 
Relationship factors 
Cases were significantly more likely to report being lesbian or bisexual (5% vs 
0.3% and 5% vs 1 %, x2=35.20, 3, p=.001). Women with alcohol problems were 
also less likely to be in a current relationship (66% vs 83%, x2=16.90, df=l, 
p=.001). Those women currently in a relationship were more likely to report 
having an alcoholic partner (40% vs 18%, x2=28.69, df=l, p=.001) or to be 
living in a domestic violence situation (26% vs 8%, x2=23.18, df=l, p=.001) . 
Cases were also more likely to report ever having experienced domestic 
violence (20% vs 13%, x2=5.10, df=l, p=.02) and to have experienced rape as 
an adult (17% vs 8%, x2=10.60, df=l. p=.001). 
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Sexuality factors 
Cases reported significantly greater interest in sex than controls (32% vs 18%, 
x2=12.37, df=l, p=.001). They also reported combining drinking alcohol with 
sexual intercourse more often than controls (x2=124.23, df=2, p=.001). Cases 
reported that they drank alcohol before sexual intercourse sometimes ( 66% 
vs 36%), and all to most of the time (15% vs 1 %). In addition, women with 
alcohol problems were more likely to report that combining alcohol with 
sexual intercourse was very important to them (11 % vs 0.3%, x2=50.91, df=l, 
p=.001). They were also more likely to believe that alcohol was a sexual 
disinhibitor (t=7.48, p=.001). However, cases were no more likely to report 
problems associated with sexual intercourse, such as pain, lack of orgasm etc. 
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Table 7.2: Unadjusted odds ratios1 for alcohol abuse 
Variables 
CSA (ref=no) 
Importance of drinking before sex (ref=low) 
Lesbian (ref=no) 
Problems with violence (adult) (ref=no) 
Frequency of drinking prior to sex (ref=never) 
Sometimes 
All to most of the time 
Drug use (adult) (ref=no) 
Domestic violence (ref=no) 
No children (ref=yes) 
Alcoholic partner (ref=no) 
Rape (adult) (ref=no) 
Not currently in a relationship (ref=yes) 
GHQ (ref=healthy) 
Interest in sex (ref=low) 
Alcohol expectancies* 
Age 
Self-esteem 
Marital status (ref=single) 
Gambling (before age 16) (ref=no) 
Violence (before age 16) (ref=no) 
Drinking (before age 16) (ref=no) 
Mother's death (before age 16) (ref=no) 
Police problems (before age 16) (ref=no) 
School problems (before age 16) (ref=no) 
Suicide attempt (before age 16) (ref=no) 
Running away (before age 16) (ref=no) 
Eating problems (before age 16) (ref=no) 
Unadjusted OR 
(n=560) 
1.01 
25.10 
13.00 
8.65 
6.02 
86.73 
4.26 
4.25 
3.97 
2.92 
2.66 
2.53 
2.15 
1.79 
1.14 
0.95 
0.94 
0.66 
12.60 
7.62 
7.56 
3.33 
3.15 
3.14 
2.96 
2.04 
2.02 
Mother's parenting style (before age 16) (ref=good) 1.76 
95%CI P-value 
0.60-1.68 p=.98 
5.47-115 p=.001 
2.58-65.4 p=.002 
2.13-35.2 p=.003 
3.39-10.7 p=.001 
23.0-327.1 p=.001 
1.21-15.0 p=.02 
2.15-8.39 p= .001 
2.55-6.20 p=.001 
1.83-4.65 p=.001 
1.47-4.84 p=.001 
1.57-4.09 p=.001 
1.40-3.32 p=.001 
1.11-2.87 p=.02 
1.10-1.19 p=.001 
0.93-0.97 p=.001 
0.90-0.98 p=.004 
0.50-0.88 p=.004 
1.30-123 p=.03 
2.19-26.6 p=.001 
3.62-15.8 p=.001 
1.61-6.90 p=.001 
1.23-8.05 p=.02 
1.45-6.80 p=.004 
1.38-6.36 p=.005 
1.18-3.53 p=.01 
1.11-3.70 p=.02 
1.08-2.87 p=.02 
1 Unadjusted odds ratios only for those variables which reached significance (except for CSA). 
*Belief that alcohol is a sexual disinhibitor 
153 
The above variables were entered into a logistic regression model using a 
back step procedure. Table 7.3 shows the adjusted odds ratio for CSA 
predicting alcohol abuse taking into account potential confounders on this 
relationship. As can be seen a number of variables lost significance in the 
adjusted model. 
Table 7.3: Adjusted odds ratios for alcohol abuse 
Variables 
CSA (ref=no) 
Lesbian (ref=no) 
Violence at home (ref=no) 
Mother's death (ref=no) 
Children (ref=yes) 
Freq. of drinking prior to sex (ref=never) 
Sometimes 
All to most of time 
Alcoholic partner (ref=no) 
Interest in sex (ref=no) 
Mother's parenting style (ref=good) 
Alcohol expectancies 
Adjusted OR 
(n=560) 
0.60 
11.38 
6.36 
4.66 
4.09 
4.09 
37.16 
3.48 
2.17 
1.88 
1.09 
7.2.2 Stage 2 - Assessment of interactions 
95% CI P-value 
0.30-1.19 p=.15 
1.30-99.29 p=.02 
1.14-35.55 p=.035 
1.90-11.43 p=.001 
2.32-7.22 p=.001 
2.10-7.94 p=.001 
8.39-164.52 p=.001 
1.90-6.38 p=.001 
1.19-3.97 p=.01 
1.02-3.47 p=.045 
1.04-1.15 p=.001 
The adjusted model for alcohol abuse shown above indicates that CSA is not 
a significant predictor of alcohol problems. However, further analyses were 
undertaken because many of the variables in Table 7.3, had the potential to be 
effect modifiers on the relationship between CSA and alcohol abuse. 
Table 7.4 shows that the model does contain a number of significant 
interactions. While CSA by itself is not associated with alcohol abuse, it does 
interact with other variables to significantly increase the odds of being a case. 
When examining the model it should be remembered that the model was 
built by taking into consideration the effect of all variables on each other 
using a backward step procedure. This kind of model suggests that a single 
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variable such as CSA cannot be discussed in isolation from other variables 
and in fact is influenced by a number of confounders and effect modifiers. 
The variables that remained in the model as being significantly related to 
alcohol abuse were: having no children; experiencing the death of a mother; 
growing up with violence in the home; being a lesbian; having a high 
interest in sex; frequently combining alcohol and sexual intercourse; and 
believing that alcohol is a sexual disinhibitor. A significant two-way 
interaction between CSA and mother's parenting style was also found. The 
Wald statistic for this interaction failed to reach significance (p=.058), 
however, the likelihood ratio test obtained after entering the interaction 
term for CSA and mother's parenting style was significant (x2=5.013, df=l, 
p=.025). This indicated that the interaction term made a significant 
improvement to the model. Finally, a significant three-way interaction was 
evident between CSA, having an alcoholic partner and a high expectancy of 
alcohol as a sexual disinhibitor. 
Table 7.4 shows the significant three-way interaction, all its lower order 
components, significant two-way interactions and main effects. The large 
confidence intervals for some of the variables indicate that the precision of 
the sample estimate is low leading to considerable uncertainty about the true 
population value. 
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Table 7.4: Logistic regression model predicting alcohol abuse 
Variables 
Lesbian (ref=no) 
Violence in home (ref=no) 
Alcoholic partner* (ref=no) 
Frequency of drinking before sex (ref=never) 
Sometimes 
All to most of the time 
Mother's death (ref=no) 
Children (ref=yes) 
Interest in sex (ref=average) 
Mother's parenting style* (ref=good) 
Alcohol expectancy 
Age 
CSA (ref=no) 
CSA by mother's parenting style 
CSA by alcoholic partner by alcohol expectancy 
CSA by alcohol expectancies 
CSA by alcoholic partner 
Alcoholic partner by alcohol expectancies* 
Adjusted 
odds ratio 
(n=560) 
13.47 
7.33 
6.59 
4.63 
17.51 
4.50 
3.71 
2.28 
1.48 
1.11 
0.98 
5.44 
10.40 
1.41 
0.87 
0.00 
0.98 
95% 
Confidence 
interval 
1.15 - 158 
1.56 - 34.6 
0.18 - 248 
2.34 - 9.17 
4.46 - 68.7 
1.80 - 11.3 
1.86 - 7.43 
1.23 - 4.23 
0.77 - 2.85 
1.04 - 1.20 
0.08 - 392 
0.08 - 392 
0.92 - 117 
1.00 - 2.00 
0.76 - 0.98 
0.00 - 0.83 
0.86 - 1.11 
P -value 
p=.04 
p=.01 
p=.31 
p=.000 
p=.000 
p=.001 
p=.002 
p=.01 
p=.24 
p=.003 
p=.40 
p=.44 
p=.06** 
p=.05 
p=.03 
p=.05 
p=.76 
* Non significant main effects and 2-way interactions required as lower order components of 
significant 2 or 3-way interactions 
** Likelihood Ratio Test of Improvement significant (X2=5.013, 1, p= .025). 
Interactions 
The finding of statistically significant interactions in the model means that 
the effect of CSA on alcohol abuse cannot be interpreted in isolation, but 
must be considered in relationship to the other variables in the interactions. 
Two significant interactions remained in the model, indicating the 
importance of effect modifiers on the relationship between CSA and alcohol 
abuse. There is a two-way interaction between CSA and mother's parenting 
style (defined as warm, caring and uncontrolling versus cold, uncaring and 
controlling). The interaction suggests that, all other factors being equal, the 
presence of a warm, caring and uncontrolling mother results in there being a 
decreased risk of alcohol abuse for women who have experienced CSA. 
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The second interaction was a three-way interaction between CSA, having an 
alcoholic partner, and high expectations of alcohol as a sexual disinhibitor. 
To examine how the effect of CSA on alcohol abuse varies with these factors 
according to the model, Table 7.5 shows the calculated odds ratios for CSA vs 
not for each subgroup. These are defined by different combinations of 
mother's parenting style and presence of an alcoholic partner across the 
range of expectations of alcohol as a sexual disinhibitor (minimum score 9, 
median score 26 and maximum score 45). It should be noted that the 
interpretation of this interaction can only be in rather broad terms as the 
confidence intervals are large reflecting the small numbers in some of these 
combinations. For example, only 31 women had optimal maternal parenting 
and an alcoholic partner. These broad trends are conveyed in the 
corresponding graph (Figure 7.2). 
It can be seen that the odds for alcohol abuse are greater for women who 
have experienced CSA and have a mother who is cold, uncaring and 
controlling at all levels of sexual expectancy, irrespective of the presence of 
an alcoholic partner or not (unbroken lines). Thus, the general effect of CSA 
on alcohol abuse is much stronger if the mother is controlling and uncaring 
as opposed to kind and caring. The model indicates that the presence of a 
warm and caring mother can have a significant protective effect on the 
relationship between CSA and alcohol abuse in women. 
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Figure 7.2: The influence of mother's parenting style, alcoholic partner, and alcohol expectancies on 
the effect of CSA on alcohol abuse- (log odds) 
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Table 7.5 and Figure 7.2 shows that for high expectancies of alcohol as a 
sexual disinhibitor, having an alcoholic partner increases the effect of CSA 
on alcohol abuse, while not having an alcoholic partner has a significant 
protective effect against alcohol abuse. 
For low or medium expectancies of alcohol as a sexual disinhibitor, having 
an alcoholic partner actually provides some protective effect of CSA on 
alcohol abuse. For women who are married to alcoholics a high expectancy 
of alcohol as a sexual disinhibitor may also be important for them to be at 
increased risk of alcohol abuse. 
Table 7.5: The influence of mother's parenting style, alcoholic partner, and 
alcohol expectancies on the effect of CSA on alcohol abuse (odds ratios) 
Expectancy of alcohol Alcoholic Caring, uncontrolling Cold, controlling 
as a sexual disinhibi tor partner mother mother 
Low expectancy No 1.49 15.52 
(0.05-45) (1.25-193) 
(score=9) 
Yes 0.003 0.027 
(0.00-2.26) (0.00-8.21) 
Medium expectancy No 0.13 1.35 
(0.01-1.42) (0.53-3.41) 
(score=26) 
Yes 0.08 0.87 
(0.01-0. 94) (0.24-3.14) 
High expectancy No 0.01 0.09 
(0.00-0.20) 
(score=45) 
(0.01-0.92) 
Yes 3.98 41.39 
(0.01-1241) (0.08-20898) 
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Use of single cut-off score for case status 
Using a single cut off score (10 or above on the AUDIT) as a measure of case 
status presents some problems in determining the robustness of the model. 
One way to test robustness of the model is to shift the cut-off point and then 
re-fit the model using the lower or higher cut off point. The above model 
was re fitted using a lower cut off score of 8. This cut off was chosen because 
it is a commonly used cut off point (see Chapter 3, Section 3.5.3). 
A re-fit of the model indicated that the three way interaction remained 
significant. However, the interactions between mother's parenting style and 
CSA (OR=3.74, 95% CI=0.66-21.27, p=.14) and between expectations of alcohol 
as a sexual disinhibitor and CSA (OR=0.89, 95% CI=0.79-1.01, p=.08) lost 
significance. All other risk factors remained the same. This suggests that the 
majority of the variables identified in the model remain important 
predictors of alcohol abuse even when applying a less stringent criterion. 
7.2.3 Stage 3 -Assessment of confounding 
In order to achieve more precision, an assessment for confounding was made 
for all variables not in the significant two-way or three-way interactions. A 
significant likelihood ratio test (LRT) was used as the criterion for a variable's 
removal from the model. Age, mother's death, violence, and being a lesbian 
were each removed from the model. A comparison was then made between 
the original model and the model excluding that variable to observe any 
changes in the Beta's for the CSA main effects and CSA interaction variables. 
However, as there were no significant changes in the Beta's for any of the 
CSA variables, all potential confounder and effect modifier variables were 
retained in the model. 
7.2.4 Goodness-of-fit 
Table 7.6 shows the results of the deviance, Goodness-of-fit, and Hosmer & 
Lemeshow tests. As the significance levels are greater than 0.05 for all tests 
these indicate that the model is a reasonable fit of the data. 
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Table 7.6: Assessment of the goodness-of-fit of the model 
Parameter 
Deviance 
Goodness-of-fit 
Hosmer & Lemeshow 
Chi-square 
345.688 
562.776 
8.67 
df 
541 
541 
8 
Significance 
p=l.000 
p=0.250 
p=0.6 
Table 7.7 shows the Hosmer-Lemeshow goodness-of-fit test computed for the 
observed and expected cases and controls by decile of probability. What is 
important to note from this table is the comparison of the observed and 
expected frequencies in each of the cells. For example, for the 9th decile, the 
observed number of cases was 42 compared with the predicted number of 
43.61. This leaves a difference of -1.61. In the majority of cases the difference 
between the observed and expected number of cases is small, indicating that 
the model fits within each decile of rank. 
Table 7.7: Observed (obs) and estimated expected (exp) frequencies within 
each decile of risk for each case (alcohol abuse) 
Deciles of predicted Observed cases Expected Observed minus n 
probability (n) cases expected 
(n) 
0 1 .30 .70 56 
1 0 .68 -.68 56 
2 0 1.21 -1.21 56 
3 3 2.11 .89 56 
4 5 3.71 1.29 56 
5 5 5.46 -.46 56 
6 11 8.91 2.09 56 
7 10 14.94 -4.94 56 
8 30 26.06 3.94 56 
9 42 43.61 -1.61 56 
Total 107 107.00 .00 560 
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Table 7.8 shows the percentage of cases 'correctly' classified as cases according 
to the model. As can be seen, while there is a high level of correct 
classification for controls (94%), the percentage of cases classified correctly 
according to the model is lower (52%). This is reasonable considering the 
smaller number of cases in this cell (n=56) and the fact that not all cases can 
be expected to fit the predicted model. It should be noted that the 
classification measure provided is not as good a measure of fit as the 
goodness-of-fit or deviance as it is particularly sensitive to the absolute 
numbers in each cell. 
Table 7.8: Classification table for predicting cases (alcohol abuse) 
Predicted case (predicted probability> .05) 
Observed case 
No 
Yes 
Overall 
7.2.5 Diagnostics 
No 
431 
51 
Yes 
22 
56 
Percent correct 
% 
94 
52 
87 
A series of diagnostics can be undertaken to examine whether the observed 
model, and in particular, the interactions found are not simply based on a 
small number of influential data points. To begin with, an analysis was 
made of those individuals whose predicted values for being a case were high, 
but were not classified as cases in the study. Eight women had predicted 
values of being a case above .65 but were not classified as cases. All these 
women reported at least 2 or more of the risk factors for alcohol abuse. All 8 
women reported mother's parenting style as less than optimum and high 
expectations of alcohol as a sexual disinhibitor. Half of the women reported 
alcoholic partners, having no children and frequently combining alcohol 
with sexual intercourse. Although three of the women had AUDIT scores 
between 6 and 8, they did not meet the cut off score of 10 on the AUDIT 
necessary for classification as a 'case'. The other five women, although they 
exhibited many of the risk factors for alcohol abuse, in fact had low AUDIT 
scores. However, this represents only a small number of the overall controls 
162 
and as indicated in Table 7.6 above, by far the majority (94%) were correctly 
classified. 
An assessment of the 33 individuals (27% of all cases) whose predicted values 
were less than .35 showed that seven of these women had been categorised as 
cases by their self-reported alcoholic status, but did not currently drink 
alcohol. Over half (n=26) reported no CSA, no alcoholic partner (n=24), little 
interest in sexual intercourse (n=25) and rarely combining alcohol with 
sexual intercourse (n= 12). This indicates that for these women, although 
classified as cases by either their AUDIT scores or self-reported alcoholic 
status, the risk factors for alcohol abuse as identified by the model did not 
reflect their reasons for drinking. The reasons for alcohol abuse are varied 
and complex and it is not surprising that one model does not adequately 
describe all women who drink. The diagnostics simply show that the model 
produced does go a long way to describing the risk factors for alcohol abuse 
for the majority of the women in this sample. 
A number of outliers were observed on the plots of the standardised 
residuals (5 individuals), the leverage (3 individuals) and the studentised 
residuals (4 individuals). The standardised residuals and studentised 
residuals referred to the same women. These women were all cases who had 
a predicted value of being a case of less than .35. Examination of these 
individuals revealed that they were all self reported alcoholics but with low 
AUDIT scores and few of the other risk factors for alcohol abuse. The mis-
classification of these women as cases highlights the difficulty in defining a 
'case '. The fact that these women did not have any of the risk factors 
associated with alcohol abuse indicates that self-identified 'alcoholic status' 
was probably not a good measure of alcohol abuse compared with an 
independent test such as the AUDIT. 
Examination of the plot of regression coefficients for each variable indicated a 
number of outlying individuals. Table 7.9 lists the regression coefficients 
(Betas) for each variable in the model with the Betas obtained if these 
individuals were excluded. As can be seen for most of the variables there 
would be very little change in the model. However, a number of the 
regression coefficients for the interaction terms would result in slight 
changes in the Beta if they were removed. The largest change would result 
from excluding the outlier in the interaction between alcoholic partner and 
sexual expectancies (change in Beta from -0.02 to 0.32). Examination of this 
individual shows that she has high sexual expectancies and an alcoholic 
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partner, but is not a 'case' nor has she experienced CSA. This is only one of 
53 respondents in this group, and if this individual were removed the 
relationship between alcoholic partner and sexual expectancy would become 
even more extreme. A change in the Beta value would also occur for the 
CSA variable if two individuals were removed (1.69 to 0.70 and 1.69 to 0.42), 
however these individuals do not have a high influence as removing them 
would not change the overall relationship. 
There are four outliers on the three way interaction that appear to have a 
high influence (id= 3404, 2044, 2400, 3007). As these subjects also appear as 
outliers in at least one of the two way interaction terms, an examination of 
their influence on the model is necessary. Two of the women are 'cases' and 
two controls, however all have low predicted values of being a 'case'. All 
have alcoholic partners, and low to medium sexual expectancies. Refitting 
the model without these individuals revealed that the three way interaction 
between CSA, alcoholic partner and sexual expectancies remained statistically 
significant. The relative patterns stayed the same as there remained an 
extremely high odds ratio for the effect of CSA with an alcoholic partner and 
high expectancies of alcohol as a sexual disinhibitor. The two way interaction 
between CSA and mother's parenting style also remained statistically 
significant using the likelihood ratio test. This means that there could still be 
a high odds for the effect of CSA in the presence of a cold and controlling 
mother. 
The diagnostics indicated that the model is robust and that the interactions 
are not based on a few outliers. 
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Table 7.9: Change in regression parameters for outliers on all variables in model 
Variable Case ID Beta value of Original Beta value if 
outlier beta value removed 
CSA 4696 -0.89 1.69 2.58 
596 0.99 0.70 
984 0.53 1.16 
3007 1.27 0.42 
Children 1315 -0.09 1.31 1.41 
Mother's death 5751 0.16 1.50 1.34 
Violence in home 4089 0.52 1.99 1.47 
2682 -0.54 2.53 
2653 -0.45 2.44 
Alcoholic partner 2971 0.85 1.88 1.03 
5774 0.61 1.27 
Lesbian 4212 -0.86 2.60 3.46 
Frequency of alcohol prior to sex 100 -0.31 2.86 3.17 
(all to most of the time) 5572 -0.30 3.16 
2653 -0.28 3.14 
3067 -0.25 3.11 
CSA by Mother's parenting style 3007 -1.24 2.34 3.58 
CSA by Alcoholic partner 3007 1.94 -9.47 -11.41 
2400 1.56 -11.03 
3404 1.51 -10.98 
2044 1.29 -10.76 
CSA by Alcohol expectancies 596 -0.03 -0.14 -0.11 
5049 -0.03 -0.11 
0.04 -0.18 
Alcoholic partner by Alcohol 2971 -0.34 -0.02 0.32 
expectancy 
CSA by Alcoholic partner by Alcohol 3404 -0.05 0.35 0.39 
expectancies 2044 -0.06 0.40 
2400 -0.06 0.41 
3007 -0.06 0.41 
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7.2.6 Dose-response relationship 
Table 7.10 shows the relationship between alcohol abuse and the most severe 
category for a number of aspects of CSA. Each of the variables is 
dichotomised into present or absent. The results show that women who 
abused alcohol were more likely to report abuse involving intercourse, the 
use of force, and abuse lasting more than two years, although none of these 
relationships were statistically significant. It should be noted, however, that 
the number of women who reported abuse involving force or intercourse 
was small which will have reduced the power of the test to detect a 
significant relationship. 
Table 7.10: Severity of CSA predicting case status (alcohol abuse ) 
CSA Variable Cases 
(%) 
Abuse involving intercourse (n=14) 15 
Father as perpetrator (n=15) 4 
Physical force used (n=ll) 11 
Abuse lasting more than 2 years (n=38) 37 
Abused more than 10 times (n=27) 15 
Abused on daily to weekly basis (n=28) 16 
Abused after age 12 (n=53) 37 
At least 3 perpetrators (n=31) 24 
Negative reaction to abuse (n=129) 81 
Controls Chi-
(%) square 
9 1.01 
14 1.69 
7 0.57 
25 1.66 
10 0.24 
21 0.27 
36 0.00 
22 0.04 
92 2.64 
df 
1 
1 
1 
1 
1 
1 
1 
1 
1 
P-value 
p=.31 
p=.19 
p=.45 
p=.19 
p=.63 
p=.61 
p=.95 
p=.84 
p=.10 
The individual CSA variables were added together to form a severity index 
for CSA (as discussed in Section 7.1.6). As shown in Figure 7.3, the data for a 
dose-response relationship did not reveal any significant relationship 
between increasing AUDIT scores and increasing severity of CSA (r=.04, 
p=.67). 
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Figure 7.3: Severity of reported CSA by total AUDIT score 
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Severity of CSA 
The scale reliability as estimated by Cronbach's (1951) coefficient alpha 
(Appendix B) for the dose response scale indicated that four of the variables 
had relatively low item-total correlations ( <.2). These four variables: abuse 
by fathers; reaction at the time of abuse; age at first abuse; and number of 
perpetrators were subsequently removed and a new scale developed on the 
remaining 5 items. The new scale produced a higher alpha (r(tt)=.73). 
However, there was still no significant relationship between increasing 
severity of CSA and increasing scores on the AUDIT using this scale (r=.097, 
p=.28). 
7 .3 Discussion 
"I think some women drink too much to give themselves the strength to cope or overlook 
certain things in their lives" 
The results of this study highlight the importance of the relationship 
between CSA and a range of other factors in a woman's life. The model for 
alcohol abuse in women showed that CSA by itself, whilst undoubtedly 
traumatic to many women at the time, is not a significant predictor of 
alcohol abuse. The most important risk factors in the development of 
women's alcohol abuse are a mother who is either physically or emotionally 
absent and growing up in a violent unsafe environment. Also associated 
with alcohol abuse are being a lesbian, having a high interest in sex, having 
an alcoholic partner, having no children, and believing that alcohol is an 
effective method of coping with sexual situations, and improving social 
competency and intimate relationships. 
Relationship between CSA and alcohol abuse 
The finding of no direct relationship between CSA and alcohol abuse is 
contrary to expectations raised from many clinical studies. However, it does 
confirm recent results reported by Jarvis, Copeland et al. (1995). A 
comparison of women attending alcohol or other drug treatment centres 
indicated that CSA was not predictive of severity of alcohol or drug abuse nor 
of the amount of alcohol consumed. The authors concluded, however, that 
the range of results may have been restricted as all of the women in their 
study had experienced very severe forms of abuse and came from a highly 
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dependent clinical population. The findings from the current study, 
however, suggest that CSA is still not predictive of alcohol abuse, even using 
a community sample of women with a wide range of alcohol problems. 
Mullen (1993) also found no relationship between excessive alcohol intake 
and a history of CSA in a community sample of women. However, a 
relationship was found between the most intrusive forms of CSA, involving 
intercourse. This raises the important question of severity of CSA and 
whether or not only those severe experiences of CSA are related to alcohol 
abuse. In the current study, there were some aspects of CSA which were 
more prevalent in women with alcohol abuse. The results showed that 
women who abused alcohol were more likely to have reported CSA 
involving intercourse, the use of force, and CSA lasting more than two years, 
although none of these relationships were statistically significant. The 
number of women who reported these experiences was small which will 
have reduced the power of the test to detect a significant relationship. The 
direction of the data suggests that CSA of a more severe nature may be 
related to alcohol abuse. Future studies could examine this question using 
samples large enough to analyse within these different groups. 
Dose-response 
As discussed previously there are a number of problems with the method 
used in this study for measuring severity of CSA. Attempting to use 
quantitative measures to obtain an index of severity for what is essentially a 
very personal and complex phenomenon may be inappropriate. For 
example, multiple experiences of CSA were classified as more severe than 
single episodes of CSA. However, it is possible that for some women a single 
CSA episode may be severe enough to cause problems, especially if the abuse 
involved intercourse or a family member. In addition, the severity index for 
CSA did not take into account other factors in the woman's life which may 
have mediated the relationship between CSA and alcohol abuse. Indeed, the 
results of this study have highlighted the importance of these factors when 
considering the relationship between CSA and alcohol abuse. A single linear 
measurement may be too crude a measure of severity as it ignores other 
important effect modifiers on this relationship. The scatterplot reveals that 
many women who had high scores on the severity of CSA index actually 
scored O on the AUDIT. For these women, alcohol is clearly not an outcome 
of CSA. 
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Relationship between mother•s parenting style and the development of alcohol abuse 
Although CSA by itself did not predict alcohol abuse, in combination with 
growing up with a mother who was uncaring and over controlling, being 
sexually abused did increase the risk of alcohol abuse as an adult. While 
many studies have shown that children with mothers who are cold and 
uncaring are more at risk of developing a range of psychological problems 
(eg., Roosa, Tein et al. 1993), the finding of a significant interaction between 
mother's parenting style, CSA and alcohol abuse has not previously been 
reported. This finding brings together previous research showing that CSA 
victims are more likely to report mothers as cold, controlling and hostile, 
and research highlighting the connection between women with alcohol 
problems and reports of their mothers as cold, domineering and rejecting. 
The finding suggests that with a 'caring' mother the effects of being abused as 
a child need not necessarily lead to alcohol abuse. Alternatively, being a 
victim of CSA, coupled with a lack of nurturing, emotional distance and 
isolation increases the risk of developing alcohol problems. If young girls are 
supported, believed and valued by their mothers, then this can have a 
protective effect against developing alcohol abuse. The strongest association 
in the interaction was this ameliorating effect of having a 'good' mother on 
the relationship between CSA and alcohol abuse. This finding also supports 
recent research by Mullen, Martin et al. (1996) indicating that emotional 
abuse by a female care giver may make a child more prone to psychiatric 
difficulties in later life. The significance of a mother's love and protection 
should not be underestimated. Although in this study no mothers were the 
perpetrators of abuse, many women blamed their mothers for their abuse, 
specifically for not protecting, believing or supporting them. 
Although my Father is dead now, the feeling of hate is still there. I've transferred a lot 
of the feelings towards my 'mother' because she didn't have the guts to believe I was 
telling the truth ... 
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I 
I' 
I told my mother at the time but she didn't believe me, saying I must have imagined it 
because a Salvation Army Minister of religion would not do that sort of thing. I have 
never forgiven my parents for not believing me ... you just don't imagine that sort of 
thing! 
The instrument used to measure mother's parenting style was the Parental 
Bonding Instrument (Parker, Tupling et al. 1979) which was employed as a 
measure of emotional abuse. A criticism of this measure is that women's 
accounts of their relationships with their mothers may not accurately reflect 
the reality. It is often difficult to be certain that attitudes aroused by the CSA 
have not coloured women's accounts of the relationship between 
themselves and their parents. Particularly in cases of intrafamilial abuse, 
women's judgements of their parents' capacity to care and show concern are 
likely to be affected. Either way it may not be relevant whether or not their 
mothers were in reality cold and uncaring, but that they perceived them to 
be. 
... I felt it happened to me so often because my mother was always out working and 
getting drunk and I hardly ever saw her and when I did I always promised myself I 
would not end up like that, so I blamed her and the persons responsible for taking away 
my childhood ... 
... Mother completely lacking in realities of life - shut out what she did not want to 
know ... sometimes though I wonder if I have really forgiven her for not doing something 
when I tried to tell her about my father. 
This study supports previous research that the death of a young girl's mother 
is associated with alcohol abuse as an adult. Since the presence of a kind and 
caring mother can act as a protective factor against alcohol abuse, it is possible 
that a mother's death may act as a risk factor. The loss of a female role model 
who is caring and kind may place women more at risk of alcohol abuse. As 
survivors of CSA are also more likely to have experienced the loss of a 
parent, the loss of a mother may make a young girl vulnerable to abuse 
through emotional vulnerability or inadequate supervision. 
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Relationship between violence in the home and alcohol abuse 
The relationship between problems with violence while growing up and 
alcohol abuse as an adult may reflect a larger picture of the dysfunctional 
family environment. The presence of violence and extreme conflict in the 
home are known to isolate families and perpetuate secrecy and shame, 
leading to further social isolation. Social and emotional isolation make a 
child more vulnerable to sexual abuse. Finkelhor (1990) suggests these 
children may receive poor supervision and have a need for attention and 
affection that makes them more vulnerable to perpetrators of abuse. 
The item on violence asked about 'problems with violence while growing 
up' which was a very general question and raises a number of possibilities 
about what the reported violence actually relates to. It may reflect violence 
between the child's parents, which has been reported as a risk factor for 
women's drinking (Miller and Downs 1993), or it may be a measure of 
physical abuse against the child. In some ways the exact circumstances of the 
violence maybe irrelevant if it is a symptom of larger dysfunction in the 
home. Violence has been found to be associated with CSA, alcohol abuse, 
domestic violence, and a number of other mental health problems as an 
adult (eg., Mullen, Martin et al. 1996; Browning and Boatman 1977). 
Relationship between sexuality issues and alcohol abuse 
The finding of a relationship between having an alcoholic partner and 
alcohol abuse supports clinical and epidemiological data which have 
consistently shown a strong relationship between women's drinking and 
their partner's drinking (Wilsnack and Wilsnack 1991) . 
... I was an alcoholic ... This was to cope with a terrible experience of living with someone 
I had a relationship with. I found it easier to get drunk and cope with abuse verbally 
and physical. I was too afraid to leave. I eventually did leave and now I don't drink as 
a habit or to forget ... 
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The finding of a significant three way interaction between CSA, having an 
alcoholic partner and having high expectancies of alcohol as a sexual 
disinhibitor illustrates the complexity of the relationship between CSA, 
issues of sexuality and alcohol abuse in women. The influence of alcohol on 
the relationship between CSA and future sexual relationships seems to 
depend partly on beliefs about the effect of alcohol on sexual behaviour. For 
women with high expectations of alcohol as a sexual disinhibitor and an 
alcoholic partner, the effect of CSA increased the risk of alcohol abuse. 
... I can't stand my husband to fondle my breasts or genitals, the actual sexual intercourse 
is all right, but touching and oral sex is extremely uncomfortable for me. Sometimes 
when I'm very drunk it's ok and we have great sex. I wish I could be like that all the 
time ... 
It is more difficult to explain why low to medium expectancies of alcohol as a 
sexual disinhibitor and an alcoholic partner would lead to a relatively 
protective effect of CSA on alcohol abuse. Although women who have 
experienced CSA may be more likely to have an alcoholic partner, they also 
need to believe that alcohol will help them in sexual situations in order to 
become alcoholics themselves. CSA victims who have high expectancies of 
alcohol as a sexual disinhibitor may also be more likely to have an alcoholic 
partner in order to disguise their own drinking or sexual problems. 
The finding that women with alcohol problems were significantly more 
likely to combine drinking alcohol with sexual intercourse adds some 
support to the suggestion that a three-way relationship may exist between 
CSA, sexual problems arising from CSA, and combining drinking alcohol 
with sexual intercourse for self medication purposes. Wilsnack (1991) has 
also suggested that sexual abuse in childhood may predispose women to a 
pattern of precocious sexual behaviour irrespective of sexual problems. 
However, it is not possible to know whether the beliefs a woman holds about 
alcohol are a function of her drinking problem, rather than a cause. The 
relationship between CSA, sexual behaviour and alcohol is undoubtedly 
complex and worthy of further examination. 
These childhood sexual experiences - especially concerning my father - are ones I have 
never really thought about a great deal. I have certainly never linked them to my sexual 
or drinking behaviour as an adult ... However, between the ages of 17-21 I was involved 
in many sexual relationships. It was almost as if I felt that this was what was expected 
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of me, and I would say almost without exception I was quite drunk during most sexual 
experiences and have only partial memory. 
Women have been shown to be more likely than men to believe in the 
disinhibiting effects of alcohol, particularly on sexual behaviour. They are 
more likely to believe that alcohol increases sexual arousal and desire, 
although we know that the physiological response is actually the opposite 
(Beckman 1984). This belief system may represent a way of rationalising 
alcohol consumption or sexual behaviour or a way of coping with sexual 
problems. 
Women with a history of CSA have been shown to report increased sexual 
problems as an adult (Meiselman 1979); (Finkelhor 1979); (Mullen, Martin et 
al. 1994). Similarly, women with alcohol problems are also reported to 
experience sexual problems, lower sexual satisfaction and problems with 
forming and maintaining intimate relationships (Beckman 1984); 
(Covington and Kohen 1984); (Schaefer, Evan et al. 1985). It may be possible 
that sexual problems originating from CSA, coupled with a belief that alcohol 
will contribute to good sexual experiences, leads to increased drinking in 
sexual situations. The finding of a significant relationship between alcohol 
abuse and a high interest in sexual intercourse is also most likely related to 
high expectancies of alcohol as a sexual disinhibitor. Women who have 
problems in forming intimate relationships and suffer from sexual 
dysfunction may seek out sex as a form of intimacy. Combining drinking 
with this could result from the belief that it will lead to better sexual arousal 
and pleasure and to reduced inhibitions . 
... alcohol comes in handy (we think) to give confidence when out chatting and socialising 
and to warm up to husband for sex. 
As I reached the age of 12-13 I became very sexually active and in later life I let the men 
take what they wanted when they wanted and some times more than one at a time ... 
Being a lesbian was also found to be a risk factor for alcohol abuse. Three 
quarters of the women who identified themselves as lesbians in the current 
study were cases. The little research available supports the relationship 
between heavy drinking and being a lesbian. A significantly higher 
proportion of women who identify as lesbian have been reported to drink 
excessively and/ or experience problems with alcohol (Hughes and Wilsnack 
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1994). Hughes and Wilsnack (1994) report that about one-third of the lesbians 
studied drank heavily. The explanation for this relationship is not known. 
However, it may have something to do with lifestyle, in that lesbian women 
are more likely to go to bars to socialise and meet other women. The peer 
group that they associate with therefore are more likely to drink heavily. 
Alternatively, it may reflect feelings of insecurity or uncertainty about their 
sexuality or relate to past childhood abuse. Over one-third of lesbian women 
in this study reported a history of CSA compared with one-fifth of 
heterosexual women. Although this difference was not statistically 
significant, it may reflect the small number of lesbian women in the sample. 
This is the first time ever I have really confronted my childhood sexual experiences -
Over the years I have had several boyfriends but usually subconsciously set up some sort 
of barrier - I think afraid to get too close. Over recent years I have been in a very loving 
gay relationship, in which I am very happy ... 
Women with alcohol problems were also less likely to have children. 
Alcohol abuse may be a risk factor for not having children, it may reflect a 
lack of social roles and responsibilities, or it may be a function of the younger 
age of women. It may also be related to past experiences of abuse, as some 
women reported fear of having children because of their sexual experiences. 
Other relationships with alcohol abuse 
Although they did not remain in the model, lowered self-esteem and having 
an alcoholic father are two risk factors worthy of further mention. Both of 
these have been found to be associated with alcohol abuse in a number of 
studies (Beckman 1980); (Turnbull and Gomberg 1990); (Wilsnack 1995). Self-
esteem, while significantly related to alcohol abuse at the bivariate level, lost 
significance in the adjusted model. The effect of self esteem may have been 
consumed by other measures as it was reported to be an important reason for 
drinking by women. 
I believe some women drink because of low self-esteem. Drinking gives them a false sense 
of confidence which I have seen happen, especially on social occasions in which women feel 
uncomfortable. eg., divorced women out on the singles scene and business women thrust 
into an all male or predominantly male situation. 
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Most of the time alcohol makes me feel euphoric and allays my anxieties. I feel I exude 
happiness and this makes me like myself more (temporarily). I definitely lack self-
confidence and alcohol diminishes my inhibitions ... 
Similarly, there may not have been enough power to detect a relationship 
between having an alcoholic parent and alcohol abuse. This was significant 
at the bivariate level, but lost significance with the smaller sample size at the 
multivariate level. An alternative explanation may be that it was not 
significant because many women who come from alcoholic backgrounds 
deliberately choose not to drink. Many women reported that they did not 
drink at all after experiencing first hand the effects of alcohol abuse on their 
family. The finding that growing up in an alcoholic home tells us virtually 
nothing about subsequent drinking behaviour or alcohol related beliefs has 
some support from other research which has down played the significance of 
the genetic transmission of alcoholism in women. 
My father has a drinking problem and because of this my mother went through a lot and 
she never drinks in fact she hates alcohol her mother had a drinking problem and so did 
her father my mother grew up with this and she married a drinker. I think because of 
what I have seen in the family and what my mother's gone through makes me think 
twice before drinking. My uncle's mum's brother all have drinking problems and mums 
sister. Mum is the only one out of her family who doesn't drink we all watched what 
alcohol did to nan and she died as a result of alcohol (liver failure) this doesn't seem to 
worry mum's brothers or sister or my father. 
Summary 
The results of this study indicate that the relationship between CSA and 
alcohol abuse is not simple but reflects a complex relationship between CSA 
and a range of other factors in a woman's life. The effects of CSA cannot be 
considered in isolation. Being sexually abused as a girl will undoubtedly 
place at risk many aspects of a girl's development, such as her emerging 
sexual identity, trust in others and perception of herself as having some 
control or power over her life. However, this study shows that CSA does not 
necessarily lead to later alcohol problems. There are factors such as the 
presence of a kind, caring and loving mother which can help to overcome 
the effects of CSA and protect a young woman from alcohol abuse. 
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This chapter has also highlighted the importance of examining not only the 
family background variables of women with alcohol problems, but also the 
interaction between these variables. While the effects of CSA and the risk 
factors for alcohol abuse are indeed similar, the relationship between the two 
is complex. The dysfunctional nature of many of the families of these 
women - whether it is the alcoholic family or the incestuous family produces 
similar dynamics. Both environments instil in women low self-esteem, 
powerlessness, secrecy, fear, and violence. It portrays a situation of a child 
living in an environment that is devoid of care, safety and affection, but 
filled with fear, loneliness, confusion and distrust. 
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Chapter 8 Appraisal of Case Control Study 
The following chapter provides an appraisal of the results of the case control 
study in light of the overall aim and the specific research questions of the 
study as outlined in Chapter 1. The robustness of the findings to the research 
questions are considered. 
8.1 Exploration of factors which may explain the lack of association 
between a reported history of CSA and alcohol abuse 
At both the unadjusted and adjusted levels, CSA did not significantly predict 
alcohol abuse in women. In considering whether or not the obtained 
estimate of the relationship between CSA and alcohol abuse is an accurate 
reflection of the true association between CSA and alcohol abuse, a number 
of factors need to be examined. A finding of no association may actually 
reflect no relationship between CSA and alcohol abuse, or it may reflect 
problems with the study design which have led to the observed odds ratio 
being smaller than the true result. Factors that can lead to spuriously low 
odds ratio are the power of the study, the width of the confidence intervals, 
the effects of confounding and bias. These issues are discussed below. 
8.1.1 Power of the study to detect a significant relationship 
The case control study had enough power to detect an odds ratio of 1.9 with 
80 per cent power and 95 per cent confidence. However, there was 
insufficient power to detect the obtained odds ratio of 1.01. An odds ratio of 
this size, however, suggests CSA is not a substantial risk for alcohol abuse. 
8.1.2 Confidence intervals 
The width of the confidence intervals can be used as a guide to the precision 
of the obtained results. Non-significant results obtained using small sample 
sizes generally have wide confidence intervals and may not reflect the true 
association. Since the non significant result obtained in this study was not 
based on a small sample and the confidence intervals were narrow, we can be 
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more confident in concluding that there is no appreciable difference between 
the groups. 
8.1.3 Confounding 
The obtained non significant association between CSA and alcohol abuse 
may not accurately reflect the true association due to confounding. In this 
study confounding was handled in a number of ways. A list of all possible 
factors associated with CSA and alcohol abuse was developed based on 
reviewing the literature. Several potential risk factors were identified from 
this list (Chapter 2, Section 2.3.6). Confounding was controlled for by 
multivariate modelling which included both the postulated causal factor, 
CSA, and potential confounders (Chapter 7). Thus, the results were protected 
against confounding by the known risk factors. The possibility remains, 
however, that unknown factors may still have confounded the relationship. 
8.1.4 Bias 
The final factor to be considered is whether the obtained results were likely to 
have been affected by bias. Bias can lead to the observed result being smaller 
or larger than the true result. Bias can be defined as any systematic error in 
an epidemiological study that results in an incorrect estimate of the 
association between exposure and risk of disease (Hennekens and Buring 
1987). The potential for bias arises from a variety of sources, however it is 
difficult, if not impossible, to quantify and/ or account for in the analysis. 
Therefore, the validity of the study's design rests partly upon the methods 
that have been used to select the subjects and in the assessment of exposure 
and disease. 
Assessment of alcohol abuse 
A number of factors may have resulted in an underestimate of the number 
of potential cases leading to a smaller observed result. These include: the 
sampling frame used; the criteria used for the definition and selection of 
cases; and the response rate obtained. 
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1. Sampling frame 
The Australian Electoral Roll provided the sampling frame used to select 
potential cases and controls. The Electoral Commission estimates that 96 per 
cent of all eligible electors are on the roll. Excluded from the data provided 
by the Electoral Commission were silent electors, itinerant electors, eligible 
overseas electors, kin of eligible overseas electors, Norfolk Island electors, 
provisional electors awaiting citizenship, Federal only voters and State only 
voters. The above electors represent approximately 2 per cent of the total 
enrolled population. The main problem with the electoral roll is the 
exclusion of non Australian citizens, representing 12.3 per cent of the total 
Australian population (approximately 6% of women) (ABS Census of 
Population and Housing 1991). Therefore, overseas born people will be under 
represented in the sampling frame. The nature of the self administered 
questionnaires in this study may also have increased the potential for under 
representation of overseas born Australians. In addition, there may have 
been some loss of ethnic women from the initial registry due to an inability 
to completely differentiate between male and female names on the Electoral 
Roll. 
2. Definition and selection of cases and controls 
In the present study the potential for selection bias was minimised by using a 
standardised screening instrument (with a specificity of 98%) and ensuring 
that the same criteria were used for selection of cases and controls (Chapter 3, 
Section 3.6). A significant positive correlation between women's judgement 
of whether or not they have an alcohol problem and their score on the 
AUDIT also indicates that there is a fair degree of agreement between 
women's subjective definition of having an alcohol problem and their 
responses to the AUDIT. This lends some support to the accuracy of 
women's reporting of their alcohol use. 
3. Response rate 
The alcohol screening questionnaire elicited a response rate of 66 per cent 
which as discussed in Chapter 4, Section 4.2 is considerably higher than that 
achieved by similar studies on alcohol use. However, this still leaves 44% of 
the population sample uncharacterised. It may be this group which is biased 
in favour of both alcohol abuse and CSA. Surveys on alcohol use are 
inherently difficult to undertake due to the sensitive nature of the questions 
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asked and the acknowledged under-reporting of drinking by respondents. 
For example, population surveys of alcohol consumption account for only 
about 60 per cent of alcohol sold, owing to biases such as under-reporting, 
and under-sampling of heavy and problem drinkers (Poikolainen 1985). 
Given that women with severe alcohol problems may minimise or deny 
their difficulties or refuse to answer the questions, it is possible that the 
obtained figure of 5 per cent of women with alcohol problems is an 
underestimate of the true extent of alcohol abuse in the community. 
However, Chapter 4 indicated that the demographic characteristics of the 
obtained sample were very similar to the ABS census data. 
In summary, the major source of bias in the ascertainment of alcohol abuse 
lies in the inherent difficulty associated with conducting alcohol surveys. 
Under reporting of alcohol consumption, in particular heavy drinking, or 
refusal to participate may have resulted in the loss of these women from the 
data set. If very heavy drinkers are more likely to have a history of CSA then 
this will have resulted in an artificially low odds ratio. 
Assessment of CSA 
The potential for selection bias was minimised by using a strict definition for 
CSA which not only applied to both cases and controls, but was determined 
by the use of three independent ratings (Chapter 3, Section 3.7). A number of 
factors may affect the assessment of CSA in cases and controls including: the 
response rate obtained to the questionnaire on CSA; differences between 
cases and controls in their responses to questions on CSA; and recall bias. 
1. Response rate 
Chapter four showed that there were no significant differences between cases 
and controls in their response rates to the second questionnaire. A 
comparison of participants and non-participants to the final questionnaire 
showed that participation rates did not vary according to case status, 
however, there were differences between participating and non participating 
cases and controls across some demographic variables. For both cases and 
controls, women who were widowed, unemployed and did not speak English 
as their main language were less likely to participate in the second stage of 
the survey. Although being widowed was significantly associated with CSA, 
the actual numbers of women widowed is small and therefore unlikely to 
have had a major impact on the obtained prevalence rate of CSA. 
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It is not surpns1ng that women from non-English speaking backgrounds 
were less likely to have responded to the second questionnaire, given the 
overall length of the questionnaire and the complexity of the questions. 
There are two possible effects stemming from this on the prevalence of CSA. 
Firstly, if the rates of CSA are lower in women from non-English speaking 
backgrounds, then the obtained prevalence rate would be artificially high. 
However, the opposite could also be the case. Evidence from the United 
States suggests that the prevalence of CSA is no higher among African 
Americans or other ethnic groups (Russell 1983); (Wyatt 1985); (Peters, Wyatt 
et al. 1986). There is no reason to suspect therefore, that the obtained 
prevalence rate in this study would be affected by this. However, this is an 
area worth exploring using methodology which is sensitive to detecting 
differences among ethnic groups. 
2. Recall bias 
The over or under reporting of certain information is a common problem in 
survey methodology. However, there are additional factors which need to be 
considered in research on the prevalence of CSA. As there is no way to assess 
the validity of women's answers to the questions on sexual abuse, to some 
degree, the answers must be taken on face value. The important question is 
whether or not there is any reason to suspect differences existed between 
cases and controls in their reporting of CSA. 
Recall bias results when individuals with a particular adverse health 
outcome (such as alcohol abuse) remember and report their experiences of 
the exposure (CSA) differently from women with no adverse outcomes. In 
other words, women who are aware of their alcohol problem may be falsely 
constructing recollections of sexual abuse in an effort to offer some 
explanation for their drinking, which may artificially inflate the relationship 
between CSA and alcohol abuse. In addition, heavy alcohol consumption 
can also lead to brain damage, including memory loss. Women suffering 
from alcohol related brain damage may be less likely to recall experiences of 
abuse or they may be more likely to falsely construct experiences of abuse. 
Although it is not possible to prove that there were no distortions of recall by 
some respondents, it should be noted that relatively few sexually abused 
women attributed long term problems to CSA. Research shows that there is 
a greater degree of association between CSA and long term problems than is 
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reported by women's subjective assessments (Mullen, Martin et al. 1994). 
The results of this study showed that very few women (n=3) reported that 
their experience of CSA had resulted in problems related to their alcohol use. 
Different interpretations of what constituted CSA may have affected the 
reporting of abuse leading to an over or under reporting of CSA. This was 
minimised in the present study by not asking respondents about abuse per se, 
but rather about their sexual experiences before the age of 16. Whether or not 
these experiences constituted abuse was then determined using the 
definition of CSA outlined in Chapter 3, Section 3.7. The classification of 
abuse was further checked by two independent raters. 
Over-reporting of CSA 
The possibility exists for over reporting of CSA due to a wish to please, to 
search for meaningful explanations of current difficulties, or through the 
generation of false memories. Women with CSA may have been more likely 
to have responded to the survey because they were looking for an 
opportunity anonymously to confide their history to someone who appeared 
to be interested and concerned about this subject. It is difficult to estimate the 
extent of over reporting of CSA. However, it is likely to be minimised in a 
community study such as this, as there are no obvious advantages accrued to 
those reporting abuse. In addition, the majority of women reported that they 
had always remembered the abuse experiences, although many had not 
disclosed them. No women reported that they had remembered the abuse as 
a result of therapy which suggests that the issue of repressed memories was 
not relevant, at least in this study. 
Under-reporting of CSA 
A number of factors can lead to an under reporting of CSA in the general 
community. The painfulness of the memories and the sensitivity of the 
topic may have prevented some women from disclosing the abuse or even 
from wanting to remember again. Indeed, a number of women reported that 
this was the first time they had discussed the sexual experience with anyone. 
Many of the women who refused to participate in the second questionnaire 
cited the fact that it was too personal and sensitive and they felt it was an 
invasion of their privacy. However, it is not possible to know for certain if 
these women refused because they had been sexually abused or because they 
felt some of the other questions were too sensitive. 
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The repression of painful memories may also result in under reporting of 
CSA. However, there is no reason to suppose that this would not apply 
equally to cases and controls. In the present study, when asked about their 
memory of the abuse, the majority of women indicated that they had always 
remembered the experience. As discussed in Chapter 6, there may also be an 
under reporting by adults of CSA which occurred at a very young age (ie., 
before the age of 5) and age specific socialisation may also have influenced a 
respondent's willingness to report a history of CSA. Chapter 6 showed that 
the very youngest and oldest age groups were less likely to report abuse. 
Since non-participating controls to the second questionnaire were more 
likely to be older, it is possible that older women may have been put off by 
the sensitive questions in the second questionnaire, particularly the 
questions on CSA. Therefore, the lower response rate among older women 
could have resulted in an underestimate of the prevalence of CSA in this age 
group. 
Misclassification 
Another type of bias common to case control studies is misclassification. 
This form of bias occurs as some degree of random misclassification of 
exposure and disease is present in almost all epidemiological studies. The 
degree of bias will depend on whether or not the misclassification is random. 
The key point here is that there is little evidence to suggest that the level of 
accuracy in relation to the reporting of CSA would be any different between 
cases and controls. 
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8.2 Limitations of the study design 
As discussed above, there are a number of potential sources of bias in this 
study. However, the limitations of the study reflect the general difficulties 
inherent in retrospective studies (eg., recall bias). The most important issue 
is whether a woman's knowledge of her alcohol abuse will have influenced 
her reporting of CSA in such a way that she was more or less likely to report 
a history of abuse than a woman without an alcohol problem. There is no 
reason to suppose that there were any differences in reporting of CSA by case 
status. Indeed, the evidence suggests that women may be more likely to 
under estimate the effects of CSA on their lives (Mullen, Martin et al. 1996). 
The second issue has to do with the accuracy of the reporting of CSA. As 
discussed above, it is unlikely that the reported prevalence rate is an over 
estimate of the 'true' prevalence rate as there were no obvious advantages 
accrued to those reporting abuse. It is more likely, given the personal and 
distressing nature of the topic, that the reported prevalence rate for CSA is in 
fact under reported. It is difficult to estimate the actual extent of under 
reporting. However, the fact that there were lower rates of abuse reported 
before age 5 by women in this study, in comparison with the official statistics 
on CSA for this age group, may suggest some degree of under reporting. 
8.3 Summary 
This study found no association between a history of CSA and alcohol abuse 
in women. The power of the study was sufficient to detect an odds ratio as 
low as 1.9. It was not, however, sufficient to detect the obtained unadjusted 
odds ratio of 1.01 or the adjusted odds ratio of 0.61. However, these ratios are 
too small to constitute any significant degree of increased risk. It is likely 
therefore that CSA by itself is not a significant risk factor in the development 
of alcohol abuse in women. The final model showed that a history of CSA, 
in combination with a number of other factors in a women's life, can 
increase the risk of developing alcohol abuse. A mother's parenting style, 
having an alcoholic partner, and in particular, having a belief that alcohol is 
a sexual disinhibitor are all important effect modifiers on the relationship as 
they vary the degree to which CSA is related to alcohol abuse in women. 
185 
Chapter 9 Conclusion 
9.1 Brief summary of main findings 
The alcohol survey found that 82 per cent of Australian women drink 
alcohol. Over one-third (34%) of these women met the WHO criteria for 
hazardous drinking, indicating that they have already exhibited an 
established pattern of drinking that carries with it a high risk of future 
damage to physical or mental health. In addition, 4 per cent were classified as 
harmful drinkers, that is, drinking in a way that is already causing damage to 
their heal th. 
Twenty per cent of Australian women reported a history of CSA. The 
majority of the abuse was perpetrated by adult men on pre-pubescent girls. 
Under half was perpetrated by a relative or family member. The reported 
experiences were serious, with 26 per cent involving attempted or actual 
intercourse. All reported experiences of CSA were coercive and 7 per cent 
involved overt physical violence. Only 10 per cent of CSA was reported to 
authorities. The results of this survey indicate that CSA is widespread. 
The study did not find a causal connection between a reported history of CSA 
and alcohol abuse. Rather the observed relationship between CSA and 
alcohol abuse resulted from a complex interaction between CSA and a range 
of other factors in a woman's life. These risk factors include having a 
mother who was cold and uncaring, having an alcoholic partner, and 
believing that alcohol is a sexual disinhibitor. The long-term effects of CSA 
cannot be considered in isolation from other family background factors. For 
example, the presence of a kind, caring and loving mother helps to overcome 
the effects of CSA and probably protects a young woman from developing 
alcohol problems. 
A number of other risk factors were also significantly associated with alcohol 
abuse. These in order of importance are: 
• frequently combining drinking alcohol with sexual intercourse; 
• being a lesbian; 
• growing up in a violent home; 
• experiencing mother's death as a child; 
186 
• having no children; 
• having a high interest in sex; and 
• believing that alcohol is a sexual disinhibitor. 
9.2 Implications of the findings 
My interest in the study arose from my own experience of observing the 
apparently high proportion of women in treatment for alcohol abuse who 
gave a history of CSA, and the need to find out whether CSA was a risk factor 
for alcohol abuse. I will first discuss the implications of the findings for 
treatment, including relapse, and then for prevention of alcohol abuse. The 
section ends with a discussion on future priorities. 
9.2.1 Treatment implications 
When life gets too much, I tend to overindulge in alcohol. I realise this is due to a 
traumatic childhood. 
The complex nature of alcohol abuse 
Although the findings of the case control study indicate that there is no direct 
relationship between CSA and alcohol abuse, they show a complex 
interaction between CSA and other factors in a woman's life. In addition, the 
study has identified a range of complex social factors related to women's 
alcohol abuse. These results highlight the difficulty clinicians face in 
providing treatment to individuals who abuse alcohol. 
Perhaps reflecting the complexity of the problem there is no simple solution 
or a single ideal method of treatment. Although there are a variety of 
different approaches to treatment, there are basically two main treatment 
options: brief intervention and long term therapy. In recent years brief 
intervention has become the most popular form of alcohol treatment. This 
has occurred primarily because it is an inexpensive method of treatment that 
can reach large numbers of individuals. Research has also indicated that it is 
no less effective in reducing alcohol use for non dependent drinkers than 
more intensive approaches to treatment (Hester and Miller 1989). Brief 
intervention should not replace long term therapy for dependent drinkers, 
187 
111111 
but rather allow more time and energy to be devoted to those individuals 
with severe enough problems to require a more long term approach. 
The role of long term therapy 
The results of this study indicate that women who are dependent on alcohol 
tend to have a number of serious problems and traumas in their 
backgrounds that may require more intensive long term treatment using a 
cognitive-behavioural approach. Recent evidence suggests that intensive 
intervention does benefit individuals who are alcohol dependent (Mattick 
and Jarvis 1993). Because women who abuse alcohol are more likely to have 
had a traumatic childhood characterised by violence, fear and loss, the focus 
of treatment needs to be on identifying each individual's history of risk 
factors and any protective factors that may exist. Some of these risk factors 
will be current and relatively easy to treat while others, which relate to the 
woman's background, may be more difficult to treat. 
Issues related to sexuality 
It always brings a tear to my eyes when I think about what happened but I have come to 
terms about it and I just want to go on with my happy relationship with my boyfriend 
who I have told about what happened to me, he was the first one I told and to my 
surprise he stuck by me. 
The results of this study also highlight the importance of addressing the 
relationship between alcohol abuse and issues of sexuality in treatment. For 
many women drinking alcohol may be a way of coping with intimacy and 
sexuality problems. This study found that women who abuse alcohol and 
also have a history of CSA tend to hold strong beliefs about the disinhibiting 
effects of alcohol on sexual behaviour and to frequently drink alcohol prior 
to sexual intercourse. Women may see a number of important benefits from 
abusing alcohol in sexual situations. It is important therefore for the 
therapist to be aware of the interactions between sexual problems and heavy 
drinking and the risk of relapse for women who believe that they cannot 
function sexually or cope in intimate relationships without alcohol. These 
perceived benefits need to be acknowledged and addressed and beliefs about 
the effects of alcohol on sexual behaviour confronted. 
I used alcohol as a way to relax (get out of control) and as a cover for what I did and said 
while drunk. It was a good excuse to let go. 
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Relapse 
The study reported a number of factors previously identified in the literature 
as being associated with relapse (Mattick and Jarvis 1993): the presence of an 
alcoholic partner and the trauma of sexual abuse. The belief that alcohol will 
help women to cope in sexual situations may also be an important factor 
associated with relapse. The results of this study support research which 
suggests that women may do better in female treatment programs that 
acknowledge these gender specific issues and provide long term counselling 
for sexual abuse and other childhood traumas (Mattick and Jarvis 1993). 
On the occasions when we do go out to a party, when I drink alcohol, I don't have to 
then force myself to be normal, interactive, social, call it what you like! People laugh, 
joke, talk, dance etc with the person I become. I don't know how to be ... ! 
Summary of treatment implications 
In summary, treatment for women who abuse alcohol and have a history of 
CSA must attend to the whole picture of which CSA is but one element in a 
complex matrix of developmental disadvantage. By ignoring the existence of 
a range of risk factors for alcohol abuse, treatment programs will inevitably 
fail women. Alcohol programs need to acknowledge that while brief 
intervention may suit the majority of clients, this form of treatment may not 
be appropriate for all clients. Women who are dependent on alcohol and 
have experienced a traumatic childhood may require longer term therapy 
that covers a variety of issues. It may therefore be appropriate for alcohol 
counsellors to have training in a variety of areas and to receive professional 
supervision in order to be effective. It is not always appropriate to refer 
clients on to other services. In many instances, women have only disclosed 
their past traumas after a period of time has passed in counselling and trust 
has developed between the client and the counsellor. 
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9.2.2 Prevention 
One of the most interesting and challenging findings of this survey is the 
implications of protective factors such as a kind and caring mother on the 
risk for alcohol abuse. Women at greatest risk for alcohol abuse are those 
who have experienced multiple risk factors and few protective influences 
during their childhood. Treatment programs for women who abuse alcohol 
should be aimed at helping them to cope with their problems. However, 
treatment cannot retrospectively provide the protective factors that can 
ameliorate the impact of CSA. Our efforts therefore may be better spent on 
early intervention and prevention programs for children identified at risk. 
Early intervention programs need to focus on identifying children who have 
multiple risk factors in their families. These programs should address the 
most significant risk factors children face, seeking where possible to increase 
protection as well as to reduce the risk. Clearly, these are not easy tasks. The 
factors which protect children against alcohol abuse are exactly those factors 
which society may not be able to provide to a child. Despite this, society 
cannot afford to ignore the evidence that suggests there are factors which can 
help a child to overcome a dysfunctional childhood. The importance of this 
is highlighted in a 30 year study on children in the Hawaiian Island of Kauai 
by Werner (1989): 
The resilient children in our study had at least one person in their lives who accepted 
them unconditionally, regardless of temperamental idiosyncrasies or physical or mental 
handicaps. All children can be helped to become more resilient if adults in their lives 
encourage their independence teach them appropriate communication skills and self help 
skills and model as well as reward acts of helpfulness and caring (p.81). 
As Werner suggests it may be possible to intervene with children who are 
most at risk of developing problems later in life. This could be achieved by 
decreasing the risk factors and increasing the number of protective factors 
and sources of support that may be available. Intervention programs need to 
provide children with a sense of self worth, increase their self-esteem and 
help them to develop a belief in themselves outside of what their family 
experiences may tell them. 
It is not possible to remove all experiences of pain and loss from children's 
lives. However, there is an increasing need to discover ways to reduce the 
impact of these losses. As a society we need to provide interventions which 
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help to buffer the impact of childhood traumas so that children can become 
more resilient and confident adults. National, State or community alcohol 
strategies will have little impact until and unless they address the broader 
societal determinants of alcohol abuse (Hawkins, Arthur et al. 1995). It is 
essential that prevention and intervention programs focus on the quality of 
family life and the availability of high quality, intensively applied remedial 
programs for families and children most at risk. 
9.3 Future Priorities 
Alcohol 
The relationship between sexual beliefs, sexual problems and alcohol abuse is 
complex and worthy of further investigation. Education about the effects of 
alcohol on sexual arousal and behaviour might reduce the use of alcohol as a 
way of coping with psychological and sexual problems. 
Research into the effectiveness of long term treatments for women who are 
dependent on alcohol and have a history of CSA and other childhood 
traumas is needed. 
As yet there has been no research which examines the relationship between 
childhood traumas, such as CSA, and men's alcohol abuse. 
CSA 
Further research is needed to address the causes of child abuse as well as the 
protective factors that help to buffer against the effects of CSA. It may then be 
possible to intervene, either by decreasing the risk factors or by increasing the 
number of protective factors and sources of support available to children at 
risk. Ultimately we must look at the broader societal determinants of CSA, 
the role of poverty, unemployment, mental health, illness, alcohol, and 
generational cycles of abuse. With this knowledge we should be able to 
develop more effective education, prevention and treatment programs and 
more effectively address the long term effects of sexual abuse in our society. 
All my life I have been under the impression it was me not being strong enough to say 
No! I do not want this to happen to my girls. 
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Research on perpetrators of CSA is needed. Research is also needed to 
examine the prevalence of reporting a history of CSA among males and the 
effects of this abuse on their developing sexuality and belief systems. 
Protective factors 
A challenging and exciting area for future research in both the alcohol and 
CSA areas is identifying those factors that are protective against developing 
problems. High priority should be given to research on resiliency and 
mediating and modifying influences to determine which factors allow some 
women to resist the destructive effects of traumatic sexual experiences. 
Finding out more about protective factors would enable clinicians to develop 
treatment programs that are tailored to reflect a woman's inner strengths and 
help her develop her own skills to cope without the need for alcohol. This 
would be a more positive and productive treatment focus. 
I met my husband when I was 15 and he was the only one that had any faith in what 
I'd been trying to tell my mother. He helped me out of a bad situation .. . My husband 
and I have been married for 17 years and he and our kids are the best thing that ever 
happened to me. I bless the day we met because if it weren't for his undying love and 
support I might have been another statistic in self destruction. It just goes to show that 
love is power. 
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Appendix A Assessment of Duration of Disease 
The Incidence Density Ratio (IDR) is the parameter of interest for making 
causal inferences and hence the statistic of choice for this study. However, 
the odds ratio obtained in cross sectional studies is the Prevalence Odds Ratio 
(POR). The POR will equal the IDR in a case control study if the duration of 
disease is the same in the exposed and unexposed cases. An assessment was 
therefore made to determine if the duration of disease in exposed and 
unexposed cases was the same. 
IDR is a good estimate of POR as long as the disease is rare. The IDR is most 
often used in case control studies where cases are collected as they occur ie: 
incident cases, called prospective case control study. In retrospective case 
control studies, all cases that occurred over a specified number of years are 
sampled along with a population sample of controls. 
A.1 Controlling for confounders 
Logistic regression is the most common method used to control for 
confounders, however, it relies on the IDR not the POR. Therefore, it is 
necessary to assume that the POR = IDR (ie., that the duration of disease 
(alcohol abuse) is the same between exposed (CSA) and unexposed (no CSA) 
respondents). 
POR = IDR (Ti/To) 
Where: Ti: = the mean duration of disease among cases in the ith group 
(exposed) 
To: = the mean duration of disease among cases in the oth group 
(unexposed) 
If the mean duration of disease is identical for exposed and unexposed 
women (ie., the exposure is not a prognostic factor - that is, it is not a 
predictor of duration of disease) and if the disease does not affect exposure 
status, then the POR will equal the IDR. 
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A.2 Test of the assumption of equal duration 
The following variables from both questionnaires were used to test the 
assumption of equal duration of disease: age of exposed and unexposed cases; 
'age drinking first started'; 'age problem drinking first began'; and 'age first 
got drunk'. In addition, a measure of duration of drinking was created from 
current age minus age first started to drink (note: this does assume 
continuous drinking). The following analyses indicated that there were no 
statistically significant differences between exposed and unexposed cases and 
controls on any of the above measures of duration of disease and thus it was 
appropriate to use logistic regression in the analyses. 
2.1 Age distribution of exposed and unexposed cases 
As can be seen from Table A.l, there were no statistically significant 
differences in the age distribution of exposed and unexposed cases. 
Table A.1: Age distribution of exposed and unexposed cases 
Cases (alcohol abuse) Mean 
Exposed (CSA) 32.9 
Unexposed 32.9 
SD 
13.9 
12.8 
2.2 Age first started to drink alcohol 
Median t-test 
29.5 t(60.76)= .04, p=.971 
31.5 
As can be seen in Table A.2, there were no statistically significant differences 
in age first started to drink alcohol between exposed and unexposed cases. 
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Table A.2: Age first started to drink alcohol for exposed and unexposed cases 
Cases 
Exposed (CSA) 
Unexposed 
Mean 
15.2 
16.5 
2.3 Age first became drunk 
SD 
2.98 
4.57 
Median t-test 
15.0 t(98.55)=1.81, p=.073 
16.0 
As can be seen in Table A.3, there were no statistically significant differences 
in age first became drunk between exposed and unexposed cases. 
Table A.3: Age first became drunk for exposed and unexposed cases 
Cases 
Exposed (CSA) 
Unexposed 
Mean 
14.2 
13.6 
SD 
0.83 
2.59 
Median t-test 
14.0 t.(51.28)=-l.29 I p=.203 
14.0 
Although it may seem counter intuitive that the mean age of starting to 
drink (Table A.2) is greater than the mean age of first getting drunk (Table 
A.3), these figures are correct. The question asked whether they "ever got 
drunk before the age of 16 years" and if so, "How old were you?". It is quite 
possible for a person to "get drunk" at 14 but not start to drink regularly until 
age 16. 
2.4 Age drinking problem started 
As can be seen in Table A.4, there were no statistically significant differences 
in age drinking problem started between exposed and unexposed cases. 
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Table A.4: Age drinking problem started for exposed and unexposed cases 
Cases 
Exposed (CSA) 
Unexposed 
Mean 
15.6 
14.8 
2.5 Duration of drinking 
SD 
2.29 
2.97 
Median t-test 
14.0 
15.0 
t(21.85)=-0.74, p=.470 
Duration of drinking was calculated by current age minus age first started to 
drink alcohol. As can be seen in Table A.5 there were no statistically 
significant differences in total length of time drinking (in years) between 
exposed and unexposed cases. 
Table A.5: Duration of drinking (years) for exposed and unexposed cases 
Cases 
Exposed (CSA) 
Unexposed 
Mean 
17.6 
15.9 
SD 
12.71 
10.77 
Median t-test 
16.0 t(57.32)=-0.72, p=.473 
14.0 
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Appendix B Scale Reliability Analysis 
8.1 Alcohol expectancies scale 
The following nine items asked about women's views and beliefs about 
alcohol in sexual situations. k indicates the number of items in the scale. 
rilU is the scale reliability, estimated by Cronbach's (1951) coefficient alpha. 
Numbers in brackets after the items indicate the item-total correlations 
obtained in this study. 
The following questions ask about your views and beliefs about alcohol in 
sexual situations. Please circle the statement which best describes your views 
for each question (1) 'strongly disagree', (2) 'disagree', (3) 'neither agree nor 
disagree', (4) 'agree', or (5) 'strongly agree'. 
(k=9; r(tt)=.83) 
1. I am more romantic when I drink (.71) 
2. Drinking makes me more sexually responsive (.74) 
3. I often feel sexier after I've been drinking (.75) 
4. Drinking alcohol makes me think more about sex (.67) 
5. Drinking alcohol removes most thoughts of sex from my mind* (.13) 
6. Drinking helps me openly express love and affection ( .64) 
7. I enjoy having sex more if I've had some alcohol (.58) 
8. I tend to avoid sex if I've been drinking* (.20) 
9. I lose most feelings of sexual interest after I've been drinking* (.31) 
*Inverse scored items. 
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8.2 Scale items from dose-response scale 
k indicates the number of items in the scale. r(tt) is the scale reliability, 
estimated by Cronbach's (1951) coefficient alpha. Numbers in brackets after 
the items indicate the item-total correlations obtained in this study. 
(k=9; r(tt)=.55) 
1. Sexual behaviours (2 'intercourse' 1 'genital/ oral' 0 'other') - (.25) 
2. Perpetrator (2 'father' 1 'step-father' 0 'other') - (.07) 
3. Force (2 'physical force' 1 'threat of force' 0 'no force') - (.28) 
4. Duration of abuse (2 'more than 2 years' 1 'less than 2 years' 0 'less 
than 1 year') - (.54) 
5. Number of times (2 'more than 10 times' 1 '2 to 10 times' 0 'once') -
(.66) 
6. How often (2 'weekly' 1 'monthly' 0 'less than monthly') - (.49) 
7. Reaction at time (2 'negative' 0 'positive') - (.09) 
8. Age at time (2 '12-16 years' 1 '5 to 11 years' 0 'under 5') - (-.14) 
9. Number of Perpetrators (2 'three' 1 'two' 0 'one') - (-.04) 
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Appendix C Survey Questionnaires 
C.1 Alcohol screening questionnaire - introductory letterl6 
«DAT A merge letter head» 
Dear Ms «surname» 
I am writing to ask for your help with a health research project which looks at the link 
between alcohol and family backgrounds. Many women drink alcohol and never have any 
problems with it. However some women do have problems from drinking too much alcohol. 
We need a better understanding of the causes of alcohol abuse to help women in the future. 
It is very important that women who do not drink alcohol at all, those who drink only a little, 
and those who drink a lot take part in this study. Your name has been randomly selected 
from the electoral rolls of the whole of Australia. Would you be willing to help by answering 
some questions about yourself? 
The questionnaire which is enclosed asks some questions about your drinking. It will only 
take 5 to 10 minutes to answer. As well as this, I will be writing back to some women 
chosen at random and asking them to answer some questions about their relationships and 
family experiences. 
I would be very grateful if you could find the time to answer these questions. It is very 
important to the success of the study that I hear from as many women as possible. The 
information that you provide will be strictly confidential. Your questionnaire has a number 
so that I can tick your name off the mailing list when it is returned. Your name will never be 
placed on the question sheet nor will you ever be identified in any way in the results. 
This is a very important area of women's health which affects the lives of many women. If 
you can help, please complete the questionnaire as soon as you can and return it to me in the 
enclosed envelope. I look forward to hearing from you soon. 
I would be most happy to answer any questions you might have. Please write or phone. My 
telephone number is (06) 2495611. 
Thank you for your help. 
Yours sincerely 
Jillian Fleming 
Research Officer 
16The original letters were sent on NCEPH letterhead. 
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C.2 Alcohol screening questionnaire - flyer to introduce myself 
i~fa 
The Australian National University 
Canberra ACT 0200 
Survey 
and 
Jillian Fleming 
National Centre for Epidemiology and Population Health 
on Women 
Alcohol 
Jillian Fleming is in charge of 
this research project which will 
examine the link between 
alcohol and family 
backgrounds . 
Over the past few years Jillian 
has worked as a counsellor for 
Women with alcohol problems . 
Jillian's experience has led her 
to want to understand the 
causes of alcohol problems 1n 
women in order to develop 
better health services for 
women. 
Jillian's PhD will assist 1n 
understanding why some 
women have problems with 
alcohol. 
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C.3 Alcohol screening questionnairel 7 
WOMEN AND ALCOHOL 
WHY DO WE DRINK? 
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AN AUSTRALIA WIDE SURVEY OF WOMEN'S DRINKING PATTERNS 
Alcohol is an important health issue for women of all ages and backgrounds. This survey is 
part of a larger study looking at why some women have problems with alcohol and others do 
not. We need to understand why some women drink heavily so we can develop better 
health services for them. Your answers to these questions will help. 
Please try to answer all the questions. If you want to make any comments please use the 
space provided on the back page. Your comments will be read and taken into account. 
This is the first Australia wide study of this issue ever done and we really appreciate your 
help! Many thanks. 
Jillian Fleming, Researcher 
National Centre for Epidemiology and Population Health 
The Australian National University 
ACT 0200 AUSTRALIA 
17Trus questionnaire has been reformatted to fit the binding requirements of the thesis. The original questionnaire was coloured pink and larger. 
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Please answer all questions. Please circle the number beside one answer to each question. 
Q-1 When was the last time you had a drink 
containing alcohol? 
1 I have never drunk alcohol - (Go to Q-16) 
2 Not within the past 12 months 
3 Within the past 12 months 
Q-2 Do you think you are a recovering 
'alcoholic '? 
1 No 
2 Yes 
Q-7 How often during the last year have you 
failed to do what was normally expected from 
you because of drinking? 
1 Never 
2 Less than monthly 
3 Monthly 
4 Weekly 
5 Daily or almost daily 
The following questions are about your drinking Q-8 How often during the last year have you 
now. needed a drink in the morning to get yourself 
going after a heavy drinking session? 
Q-3 How often do you have a drink containing 
alcohol? 
1 Never -----> (Go to Q-14) 
2 Monthly or less 
3 2-4 times a month 
4 2-3 times a week 
5 4 or more times a week 
Q-4 How many drinks do you have on a 
typical day when you are drinking? 
1 1 or 2 drinks 
2 3 or 4 drinks 
3 5 or 6 drinks 
4 7 to 9 drinks 
5 10 or more drinks 
Q-5 How often do you drink six or more drinks 
on one occasion? 
1 Never 
2 Monthly or less 
3 2-4 times a month 
4 2-3 times a week 
5 4 or more times a week 
Q-6 How often during the last year have you 
found that you were not able to stop drinking 
once you had started? 
1 Never 
2 Less than monthly 
3 Monthly 
4 Weekly 
5 Daily or almost daily 
1 Never 
2 Less than monthly 
3 Monthly 
4 Weekly 
5 Daily or almost daily 
Q-9 How often during the last year have you 
had a feeling of guilt or remorse after drinking? 
1 Never 
2 Less than monthly 
3 Monthly 
4 Weekly 
5 Daily or almost daily 
Q-10 How often during the last year have you 
been unable to remember what happened the 
night before because you had been drinking? 
1 Never 
2 Less than monthly 
3 Monthly 
4 Weekly 
5 Daily or almost daily 
Q-11 Have you or someone else been injured as a 
result of your drinking? 
1 No 
2 Yes, but not in the last year 
3 Yes, during the last year 
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Q-12 Has a relative, a friend, a doctor or other 
health worker been concerned about 
your drinking or suggested you cut down? 
1 No 
2 Yes, but not in the last year 
3 Yes, during the last year 
Q-13 Do you think you presently have a 
problem with drinking? 
1 No 
2 Probably not 
3 Unsure 
4 Possibly 
5 Definitely 
Q-14 Have you ever done anything to control 
your drinking? 
1 No, never 
2 Stopped or cut back for a while 
3 Talked to my doctor 
4 Sought treatment for alcohol 
5 Attended Alcoholics Anonymous 
6 Other (please specify) ____ _ 
Q-15 Are you currently doing anything to 
control your drinking? 
1 No, nothing 
2 Cutting back or stopping for a while 
3 Talking to my doctor 
4 Attending alcohol treatment centre 
5 Attending Alcoholics Anonymous 
6 Other (please specify) ____ _ 
Q-16 What is the main language spoken in your 
household? 
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Q-17 Do you work? 
1 Part-time 
2 Full-time 
3 Home-duties 
4 Student 
5 Not currently working 
Q-18 What is your current marital status? 
1 Never married 
2 Married 
3 De-facto 
4 Separated but not divorced 
5 Divorced 
6 Widowed 
Q-19 What is your date of birth? 
Q-20 How old were you when you left 
school? 
1 Did not go to school 
2 14 years or younger 
3 15 years 
4 16 years 
5 17 years 
6 18 years 
7 19 years or older 
Q-21 What is the highest qualification 
you have obtained since leaving school? 
1 Trade certificate 
2 Non-degree diploma 
3 Bachelor's degree (eg., BA, BSc) 
4 Post-graduate degree ( eg., MA, PhD) 
5 Secretarial/business college 
6 Enrolled nurse/nurse's aide 
7 Registered nurse 
8 Certificated course 
9 No qualification obtained 
10 Other (please specify) ____ _ 
Is there anything else you want to tell me about your drinking? 
Do you have any comments which might help me understand why some women have 
problems with alcohol? If so, please use this space. 
Your contribution to this study is very greatly appreciated. Thank you. 
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Last week a questionnaire asking about your current alcohol drinking and drinking history was mailed to you. 
Your name was randomly selected from the electoral roles of Australia. 
If you have already completed and returned it to me please accept my sincere thanks. If not, please do so today. 
Because it has been sent to only a small, but representative sample of Australian women, it is extremely 
important that yours also be included in the study if the results are to accurately represent all Australian women. 
If by some chance you did not receive the questionnaire, or it got misplaced, please call me (06 2495611) and I 
will get another one in the mail to you today. 
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C.5 Alcohol screening questionnaire - second follow-up letter 
About three weeks ago I wrote to you seeking your help with a health research project which 
looks at the link between alcohol and family backgrounds. I have not yet received your 
completed questionnaire. If you have recently sent it I would like to thank you. 
I am undertaking this research project in order to get a better understanding of the causes of 
alcohol abuse in order to help women in the future. It is very important that women who do 
not drink alcohol at all, those who drink only a little, and those who drink a lot take part in 
this study. 
I am writing to you again because of the significance each questionnaire has to the usefulness 
of this study. Your name was drawn randomly from the electoral rolls of the whole of 
Australia. In order for the results of the study to truly represent the views of Australian -_ 
women it is important that each person selected return their questionnaire. The information 
that you provide will be strictly confidential. 
In case you have misplaced your questionnaire, a replacement is enclosed. 
Your co-operation is greatly appreciated. 
I would be most happy to answer any questions you might have. Please write or phone. My 
telephone number is (06) 2495611. 
Yours sincerely 
Jillian Fleming 
Researcher 
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C.6 Questionnaire 2 - covering letter 
You may remember the first questionnaire I sent to you a few weeks ago asking about your 
current alcohol drinking. I would firstly like to thank you for sending that back to me and 
secondly ask you to answer the second and last questionnaire of this study. 
I mentioned in the first letter that I would be writing back to some women chosen at random 
and asking them to answer some questions about their relationships and family experiences. 
I would be very grateful if you could find the time to answer these questions. 
This is the first Australia wide study of its kind ever done. Most of the questions ask about 
you, your family background, your sexual experiences and your relationships. Your 
answers to these very detailed and personal questions will assist in understanding why some 
women have problems with alcohol and others don't. I guarantee that your answers will be 
kept confidential. 
I recognise that some women may find some of the issues raised by this questionnaire 
distressing or upsetting. If you do feel upset or would like to discuss any issues these 
questions might raise you can phone Life Line on 131114 at any time, 24 hours a day from 
anywhere in Australia for help and assistance. 
This is a very important area of women's health which affects the lives of many women. If 
you can help, please complete the questionnaire as soon as you can and return it to me in the 
enclosed envelope. 
I would be most happy to answer any questions you might have. Please write or phone. My 
telephone number is (06) 2495611. 
Thank you for your help. 
Yours sincerely 
Jillian Fleming 
Researcher 
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C. 7 Questionnaire 21s 
WOMEN AND ALCOHOL 
WHY DO WE DRINK? 
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AN AUSTRALIA WIDE SURVEY OF WOMEN'S DRINKING PATTERNS 
You may remember the first questionnaire I sent to you some weeks ago asking about your 
current alcohol drinking as well as about your drinking history. This is the second stage of 
the survey I am undertaking looking at why some women have problems with alcohol and 
others do not. 
This is the first Australia wide study of its kind ever done. As you can see this questionnaire 
is quite long and contains a lot of detailed questions. Most of the questions are about you, 
your family background, your sexual experiences and your relationships. Some of the 
questions will not be relevant to you so you will be able to skip them. It should only take you 
about an hour to complete. 
Some of the sections are extremely personal and may be upsetting to you. Of course, you do 
not have to answer any questions you find too distressing. I guarantee your answers will be 
kept completely confidential. They are very important to the success of the study. If you 
wish to comment on any questions or provide more information, please use the spaces 
provided or a separate sheet of paper. 
18This questionnaire has been reformatted to fit the binding requirements of the thesis. The original 
questionnaire was a small booklet containing eight different coloured sections. 
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Please answer all of the following questions which apply to you. The details you provide will be treated in the 
strictest confidence. 
Q-1 What is your date of birth? (Please write below) 
-- __ ! -- -- I __ --
Q-2 How many people live with you at the moment? (Circle more than one answer if 
necessary) 
1 No one - I live by myself 
2 Partner 
3 Children (please give number) ............................................... . 
4 Other relative(s) (please specify) ............................................ . 
5 Non -relative(s) (please specify) ............................................. . 
Q-3 Do you have any children? (Please circle one answer) 
1 Yes 
2 No (Please go to question 8) 
Q-4 How many children do you have? ______________ _ 
Q-5 
Q-6 
What is the age of your oldest child? 
What is the age of your youngest child? 
(Age in years) 
(Age in years) 
Q- 7 How old were you when your first child was born? (Please circle one answer) 
1 16 or younger 
2 17-19 
3 20-24 
4 25-29 
5 30-34 
6 35 and over 
Q-8 Are you an Aboriginal or Torres Strait Islander? (Please circle one answer) 
1 No 
2 Yes, Aboriginal 
3 Yes, Torres Strait Islander 
Q-9 In what country were you born? (Please circle one answer) 
1 Australia 
2 England 
3 Scotland 
4 ltaJy 
5 Greece 
6 New Zealand 
7 The Netherlands 
8 Other (please specify) .............................................................. ............. . 
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Q-1 O Do you have a full-time or part-time job of any kind? (Either for payment or 
profit, or unpaid work in a family business) (Circle the number beside one answer) 
1 Yes 
2 No (If No, go straight to question 12) 
Q-11 In your main job, what is your occupation? Please give a full title (eg , Secretary, 
Sales assistant, Accounts clerk etc) 
................................................................................................................................. 
Q-1 2 Which one of the following best describes your current employment status? 
(Circle the number beside one answer) 
1 Working full-time 
2 Working part-time 
3 Home duties 
4 Permanently unable to work/ill 
5 Retired 
6 Not working at the moment 
7 Student 
8 Other - Please describe: ........................................................................ .. 
Q-13 Does your spouse or partner have a full-time or part-time job of any kind? 
(Either for payment or profit, or unpaid work in a family business) (Circl e the number 
beside one answer) 
1 Yes 
2 No (Go straight to question 15) 
3 I don't have a spouse or partner (Go straight to Page 4) 
Q-14 What is your spouse or partner's main occupation? Please give a full title (eg Farm 
hand, Sales assistant, Accounts clerk etc) 
................................................................................................................................... 
Q-15 Which one of the following best describes your spouse or partner 's current 
employment status? (Circle the number beside one answer) 
1 Working full-time 
2 Working part-time 
3 Home duties 
4 Permanently unable to work/ill 
5 Retired 
6 Not working at the moment 
7 Student 
8 Other - Please describe: ............................................................................ . 
228 
[F b\ [Mi] ~ Q,,, w ~ b\ © ~@ ~ (Q) [lJJ[N] [Q) 
An important purpose of this study is to learn about the kinds of families people come from. The following 
questions are about your parents. I realise that many women have had different experiences as a child 
with regard to their parents. The following questions ask about a variety of different family background 
experiences. Some of the questions will be not be relevant to you. 
If you lived with any of the following adults in the first 16 years of your life please write 
at what ages you lived with them. If an adult does not apply to you, circle NA (ie not 
applicable). 
AN EXAMPLE: If you lived with your Mother during the first 16 years of your life you 
would write next to Mother O to 16 years. 
Q-1 Up until the age of 16 years did you live with any of the following adults? 
How old were you when you lived with them? Not appl_icable 
(eg; 5 to 8 years) 
Mother to years NA 
Father to years NA 
First Step-Mother to years NA 
Second Step-Mother to years NA 
Third Step-Mother to years NA 
First Step-Father to years NA 
Second Step-Father to years NA 
Third Step-Father to years NA 
First Foster Mother to ________ years NA 
Second Foster Mother to _____ years NA 
Third Foster Mother to - _____ years NA 
First Foster Father to years NA 
Second Foster Father to _______ years NA 
Third Foster Father to ____ years NA 
Adoptive Mother to years NA 
Adoptive Father to years NA 
Other (specify) to years NA 
Other (specify) to years NA 
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The following questions are about your Mother and Father. If you were adopted in the first few years of 
your life please answer the following questions about your Adoptive Mother and Adoptive Father. 
Q-2 Were your Mother and Father born in Australia? (Please circle one answer) 
Mother 
Father 
Yes 
Yes 
No 
No 
Don1 know 
Don1 know 
Q-3 What is (was) your Mother's and Father's year of birth? 
(If unsure put current age) 
Mother's year of birth 
Father's year of birth 
Q-4 Do you know how old your Mother and Father were when you were born? (Please 
specify the age or approximate age of your parents) 
Mother's age ____ (years) 
Father's age ____ (years) 
Don't know 
Don't know 
Q-5 What was your parent's health like while you were growing up? (Please circle 
one answer) 
Mother Father 
1 Generally good 1 Generally good 
2 Poor physical health 2 P0ior physical health 
3 Poor mental health 3 Po~x mental health 
4 Poor physical and mental 4 Poor physical and mental 
5 Don't know 5 Don't know 
Q-6 Did your Mother or Father ever work while you were growing up? (Please circle 
one answer) 
Mother 
Father 
Yes 
Yes 
No 
No 
Don't know 
Don't know 
Q-7 What was the main job your Mother and Father did while you were growing up? 
(Please specify) 
Mother 
Father 
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Don't know 
Don't know 
I 
Q-8 What was the highest education your Mother and Father achieved? (Please circle 
one answer for each parent) 
Mother Father 
1 Did not attend high school 1 Did not attend high school 
2 Did not complete high school 2 Did not complete high school 
3 Completed high school 3 Completed high school 
4 Trade qualification 4 Trade qualification 
5 Other post secondary qualification 5 Other post secondary qualification 
6 University qualification 6 University qualification 
7 Other (please specify) 7 Other (please specify) 
8 Don't know 8 Don't know 
Q-9 Below are some questions which list various attitudes and behaviours of 
parents in the first 16 years of your life. Please answer each of the questions by 
circling your answer. 
AN EXAMPLE: If your Mother usually spoke to you with a warm and friendly voice you 
would make your answer by circling VERY LIKE. 
Are these descriptions like your MOTHER? 
Spoke to me with a warm and friendly voice VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not help me as much as I needed VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Let me do those things I like doing VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Seemed emotionally cold to me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
App~ared to understand my problems and VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE womes 
Was affectionate to me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Liked me to make my own decisions VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not want me to grow up VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Tried to control everything I did VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Invaded my privacy VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Enjoyed talking things over with me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Frequently smiled at me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
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Tended to baby me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not seem to understand what I needed or VERY MODERATELY MODERATELY VERY 
wanted LIKE LIKE UNLIKE UNLIKE 
Let me decide things for myself VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Made me feel I wasn't wanted VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Could make me feel better when I was upset VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not talk with me very much VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Tried to make me dependent on her VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Felt I could not look after myself unless she VERY MODERATELY MODERATELY VERY 
was around LIKE LIKE UNLIKE UNLIKE 
Gave me as much freedom as I wanted VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Let me go out as often as I wanted VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLI.KE 
-
Was over protective of me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not praise me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Let me dress in any way I pleased VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
As you reme~ber your FATHER in your first 16 years of your life would you circle the 
most appropriate answer next to each question. If you never knew your father, please 
answer for your step-father. 
Are these descriptions like your FATHER? 
Spoke to me with a warm and friendly voice VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not help me as much as I needed VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Let me do those things I like doing VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Seemed emotionally cold to me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
App~ared to understand my problems and VERY MODERATELY MODERATELY VERY 
womes LIKE LIKE UNLIKE UNLIKE 
Was affectionate to me VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Liked me to make my own decisions VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
Did not want me to grow up VERY MODERATELY MODERATELY VERY 
LIKE LIKE UNLIKE UNLIKE 
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Tried to control everything I did 
Invaded my privacy 
Enjoyed talking things over with me 
Frequently smiled at me 
Tended to baby me 
Did not seem to understand what I needed or 
wanted 
Let me decide things for myself 
Made me feel I wasn't wanted 
Could make me feel better when I was upset 
Did not talk with me very much 
Tried to make me dependent on him 
Felt I could not look after myself unless he 
was around 
Gave me as much freedom as I wanted 
Let me go out as often as I wanted 
Was over protective of me 
Did not praise me 
Let me dress in any way I pleased 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
VERY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
LIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
MODERATELY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
VERY 
UNLIKE 
Q-1 O Before you turned 16 years old, did your Mother, Father or anyone else who 
was very important to you die? (Please circle more than one if appropriate) 
Please specify how old you were when he/she died 
Mother 
Father 
Yes 
Yes 
No 
No 
____ your age at the time they died 
____ your age at the time they died 
Someone else (eg., Step-Father, foster parent, grand parent, sister, best friend etc) 
Please describe who ......................................... ____ your age at the time they died 
Please describe who ......................................... ____ your age at the time they died 
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Q-11 While you were growing up did any adults in any of your households have a 
drinking problem? (Please circle one answer for all adults. If an adult does not apply to you, 
circle N/A (ie, not applicable). 
Mother YES NO NOT SURE NA 
Father YES NO NOT SURE NA 
First Step-Mother YES NO NOT SURE NA 
Second Step-Mother YES NO NOT SURE NA 
Third Step-Mother YES NO NOT SURE NA 
First Step-Father YES NO NOT SURE NA 
Second Step-Father YES NO NOT SURE NA 
Third Step-Father YES NO NOT SURE NA 
First Foster Mother YES NO NOT SURE NA 
Second Foster Mother YES NO NOT SURE NA 
Third Foster Mother YES NO NOT SURE NA 
First Foster Father YES NO NOT SURE NA 
Second Foster Father YES NO NOT SURE NA · -
Third Foster Father YES NO NOT SURE NA 
Adoptive Mother YES NO NOT SURE NA 
Adoptive Father YES NO NOT SURE NA 
Other (specify .................................... ) YES NO NOT SURE NA 
Other (specify .................................... ) YES NO NOT SURE NA 
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Q-1 2 During your childhood was there ever any extreme conflict and tension 
between the adults in any of the households in which you lived? (Please specify for any 
set of adults you lived with before the age of 16 years) 
Household Between Adults (eg., Mother and Father) 
1 
2 
3 
4 
5 
and ----- -----
-----and ____ _ 
and ----- -----
and ----- -----
and ----- -----
NEVER 
NEVER 
NEVER 
NEVER 
NEVER 
RARELY 
RARELY 
RARELY 
RARELY 
RARELY 
SOMETIMES 
SOMETIMES 
SOMETIMES 
SOMETIMES 
SOMETIMES 
OFfEN 
OFfEN 
OFfEN 
OFfEN 
OFfEN 
Q-13 During your childhood was there ever any physical violence between adults in 
any of the households in which you lived? (Please specify for any set of adults you lived 
with before age 16) 
Household Between Adults (eg., Mother and Father) 
1 and NEVER RARELY SOMETIMES OFfEN 
2 and NEVER RARELY SOMETIMES OFfEN 
3 and ------ NEVER RARELY SOMETIMES OFfEN 
4 and NEVER RARELY SOMETIMES OFfEN 
5 and NEVER RARELY SOMETIMES OFfEN 
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This section looks at you and what you were like growing up before the age of 16 years. Please try to 
answer all questions as they apply to you. 
Q-1 In the first 16 years of your life how many times did your family move from one 
house to another? (Do not include moves from one house to another in the same street or 
suburb. Please circle one answer) 
1 Never 
2 1-2 times 
3 3-5 times 
4 6-9 times 
5 10 or more times 
Q-2 In the first 16 years of your life, where did you mostly live? (Circle the one .you 
lived the longest) 
1 Australia 
2 Overseas 
Was it mainly in a -
1 City 
2 Town 
3 Country area 
4 Other (please specify) ................................................ . 
Q-3 How many brothers and sisters lived with you at any time while you were 
growing up? (Please circle more than one answer if appropriate and specify how many) 
1 No brothers or sisters 
2 Older brothers How many? .................................... . 
3 Older sisters How many? .................................... . 
4 Younger brothers How many? .................................... . 
5 Younger sisters How many? .................................... . 
6 Step brothers/sisters How many? .................................... . 
7 Foster brother/sisters How many? ........................ .. .......... . 
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Q-4 How would you generally describe your childhood before the age 12 years ? 
(Please circle one answer) 
1 Very happy 
2 Happy 
3 Neither happy nor unhappy 
4 Not very happy 
5 Unhappy 
Q-5 What was your physical health like while you were growing up? (Please circle 
one answer) 
1 Good 
2 Sometimes sick 
3 Often sick 
4 Always sick 
Q-6 Did you ever have any serious illness, disability or health problems? (Please 
circle one answer) · 
1 Yes (Please specify .... .................. ....... ............ .... .. ....... ........ ) 
2 No 
Q- 7 When you were growing up and were worried about something or had something 
on your mind, was there someone who you could talk to? (Please circle one answer) 
1 Yes 
2 No 
Q-8 At primary school did you do well -? (Please circle Yes or No to each answer) 
1 
2 
3 
4 
With your school work 
In sport 
Socially 
Culturally/artistically 
Yes 
Yes 
Yes 
Yes 
No 
No 
No 
No 
Q-9 When you were in primary school did you generally have? (Please circle one 
answer) 
1 Many good friends 
2 A few good friends 
3 One or two good friends 
4 No good friends 
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Q-1 0 How would you generally describe your teenage years between the ages of 12 
& 16 years? (Please circle one answer) 
1 Very happy 
2 Happy 
3 Neither happy nor unhappy 
4 Not very happy 
5 Unhappy 
Q-11 When you were in high school did you generally have? (Please circle one answer) 
1 Many good friends 
2 A few good friends 
3 One or two good friends 
4 No good friends 
Q-1 2 At high school did you do well -? (Please circle Yes or No to each answer) 
1 With your school work Yes No 
2 In sport Yes No 
3 Socially Yes No 
4 Culturally/artistically Yes No 
Q-13 At what age did you first leave home? (Please circle one answer) 
1 Before 15 years 
2 15 -17 years 
3 18 - 20 years 
4 21 years or older 
5 Still living at home 
Q-1 4 How would you rate your overall satisfaction with your social life when you 
were a teenager? (Please circle a number on the scale of 1 to 5) 
Very Satisfied 1 2 3 4 5 Very Dissatisfied 
Q-15 At what age did you first start menstruation? (Please give age or approximate age) 
................................. Age in years 
238 
Q-1 6 As a child were there any significant female adults who were caring and warm 
to you? (eg., your Mother, Aunt, Grandmother, Teacher etc) 
1 Yes - Please specify ____ _ 
2 No 
Q-17 As a child were there any significant male adults who were caring and warm to 
you? (eg., your Father, Uncle, Grandfather, Teacher etc) 
1 Yes - Please specify _____ _ 
2 No 
Q-1 8 As a child were there any significant female adults who were cold and rejecting 
to you? (eg., your Mother, Aunt, Grandmother, Teacher etc) 
1 Yes - Please specify _____ _ 
2 No 
Q-19 As a child were there any significant male adults who were cold and rejecting 
to you? (eg., your Father, Uncle, Grandfather, Teacher etc) 
1 Yes - Please specify _____ _ 
2 No 
Q-20 Were you ever physically abused as a child? (Please circle one answer) 
1 Yes 
2 No (Please go to question - 27) 
Q-21 What is the youngest age you remember being physically abused? (Please give 
age) 
Age . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (years) 
Q-22 How old were you the last time you were physically abused? (Please give age) 
Age ............................. (years) 
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Q-23 Who physically abused you? (Please circle more than one answer if appropriate) 
1 Mother 
2 Father 
3 Someone else (eg., step-parent, foster parent, grand parent etc) 
Please describe who ............................................... .. 
Please describe who ............................... .... ............ .. 
Please describe who ............................................... .. 
Please describe who ............................................... .. 
Q-2 4 In the whole of your childhood how many times were you physically hit or 
beaten? (Please circle one answer) 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 1 5 ti mes 
4 16 to 20 times 
5 More than 20 times 
Q-2 5 Were you ever hurt physically? (Please circle one answer) 
1 Yes If yes, what was the worst outcome you experienced? 
2 No 
1 Bruising or slight cuts 
2 Needed medical attention but didn't get any 
3 Needed medical attention and got it 
4 Admitted to Hospital 
5 Other (please specify ............................................. ) 
Q-26 How would you rate the overall severity of the physical abuse you experienced 
as a child? (Please circle one answer) 
1 Mild 
2 Moderate 
3 Severe 
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Q-27 How old were you when you first started to drink alcohol? (Please circle one 
answer) 
1 Never drunk alcohol - (Please go to question-31) 
2 . .. . .. .. . . . . .. .. .. .. . . .. . . .. . . Age in years 
Q-28 Did you ever get drunk before you were 16 years old? (Please circle one answer) 
1 Yes If yes, How old were you? . . . . . . . . . . . . . . . . . . .. .. . . . . . . Age in years 
2 No 
Q-29 How often did you get drunk before 16 years old? (Please circle one answer) 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 15 times 
4 16 to 20 times 
5 More than 20 times 
6 Did not get drunk before age 16 years (Please go to question-31) 
Q-30 What do you think are the main reasons that you started to drink at this time? 
(Please circle all the important answers) 
1 Forget family problems 
2 Peer pressure 
3 Excitement 
4 Loneliness 
5 Forget personal problems 
6 Other (please specify ....................................................................... ) 
Q-31 Did you ever run away from home when you were growing up? (Please circle one 
answer) 
1 Yes 
2 No (Please go to question-34) 
Q-32 How often did you do this? (Please circle one answer) 
1 Once 
2 Two or three times 
3 More than three times 
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Q-33 How old were you the first time? (Please give your age the first time you ran away) 
Age .............................. (in years) 
Q-34 When you were growing up did you ever try to kill yourself? (Please circle one 
answer) 
1 Yes 
2 No (Please go to question-37) 
Q-35 How often did you do this? (Please circle one answer) 
1 Once 
2 Two or three times 
3 More than three times 
Q-3 6 How old were you the first time your tried? (Please give youngest age tried)_ 
Age .............................. (in years) 
Q-3 7 Did you ever have any problems with the following when you were growing up? 
(If yes please give your age when you first started having the problem/s) 
Age first started 
Eating too much or too little Yes No in years 
Gambling Yes No in years 
Violence Yes No in years 
Drug use Yes No in years 
Drinking Yes No in years 
Mental health (eg., depression) Yes No in years 
Trouble with the police Yes No in years 
School (suspension, expelled) Yes No in years 
Other (specify ............................................ ) Yes No in years 
242 
@~rM~~~lL [}:{]~~lL u[}:{] ~lM[Q) \Wl~lLlL• ~~~rM@ 
This section asks some questions about your views and beliefs about yourself. 
Q-1 Please indicate how much you agree or disagree with each statement by circling 
the statement which best represents how you feel most of the time. 
AN EXAMPLE: If you agree that you have a number of good qualities you would make 
your answer by circling AGREE. 
I feel that I have a number of good qualities 
STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
I feel that I am a person of worth, at least on an STRONGLY AGREE DISAGREE STRONGLY 
equal basis with others AGREE DISAGREE 
All in all, I am inclined to feel that I am a failure STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
I am able to do things as well as most other people STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
I feel I do not have much to be proud of STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
I take a positive attitude toward myself STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
On the whole, I am satisfied with myself STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
I wish I could have more respect for myself STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
I certainly feel useless at times STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
At times I think I am no good at all STRONGLY AGREE DISAGREE STRONGLY 
AGREE DISAGREE 
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Q-2 The following questions are concerned with your health and how you have been feeling in general over the past few weeks. Please answer all the questions on the following pages by simply circling the answer which you think best describes how you have been feeling recently. Remember that I want to know about present and recent complaints, not those that you have had in the past. 
AN EXAMPLE: If over the last few weeks you have been losing confidence in yourself alot you would make your answer by circling MUCH MORE THAN USUAL. 
HAVE YOU RECENTLY: 
Been losing confidence in yourself? 
Been feeling reasonably happy, all things 
considered? 
Lost much sleep over worry? 
Felt constantly under strain? 
Been able to concentrate on whatever you're 
doing? 
Felt that you couldn't overcome your 
difficulties? 
Been able to face up to your problems? 
Been feeling unhappy & depressed? 
Been thinking of yourself as a worthless 
person? 
Felt capable of making decisions about 
things? 
Been able to enjoy your normal day to day 
activities? 
Felt that you are playing a useful part in 
things? 
NOT NO MORE RA HIER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RATHER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RA nIER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RATHER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RATHER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RATHER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RATHER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN-USUAL 
NOT NO MORE RATHER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
NOT NO MORE RA nIER MORE MUCH MORE 
AT ALL THAN USUAL THAN USUAL THAN USUAL 
MORE SO SAME AS LESS SO 
THAN USUAL USUAL THAN USUAL 
MORE SO SAME AS LESS SO 
THAN USUAL USUAL THAN USUAL 
MORE SO SAME AS LESS USEFUL 
THAN USUAL USUAL THAN USUAL 
MUCH LESS 
CAPABLE 
MUCH LESS 
THAN USUAL 
MUCH LESS 
USEFUL 
Q-3 As an adult have any of the following caused problems for you? (Please circle 
Yes or No to each answer) 
Eating too much and vomiting (eg., Bulimia) Yes No 
Eating too little (eg., Anorexia) Yes No 
Gambling Yes No 
Violence Yes No 
Prescription drug use (eg., Valium, sleeping pills) Yes No 
Other drug use (eg., heroin) Yes No 
Mental health (eg., depression) Yes No 
Trouble with the police Yes No 
Other (specify .............................................................. ) Yes No 
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The next section asks you about your adult relationships, those relationships which have been 
important to you since you left school. 
Q-1 Have you ever been married or had a live-in relationship? (Please circle one 
answer) 
1 No, never 
2 Once 
3 2 to 3 times 
4 4 to 5 times 
5 6 to 7 times 
6 8 or more times 
Q-2 Are you in a close relationship with someone at the moment? (Please circle .one 
answer) 
1 Yes 
2 No - (Please go to question-71 
Q-3 How long have you been in this relationship? (Please give approximate time) 
1 Less than a month 
2 1 to 6 months 
3 7 to 11 months 
4 1 to 3 years 
5 4 to 6 years 
6 7 to 9 years 
7 1 O or more years 
Q-4 How do you feel about your current relationship? (Circle the number which best 
indicates where you fit along the line) 
Completely Satisfied 1 2 3 4 5 Completely Dissatisfied 
Q-5 Have you ever been physically hit or beaten in your current relationship? 
(Please circle one answer) 
1 Yes 
2 No 
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Q-6 How often does this occur? (Please circle one answer) 
1 Daily 
2 Weekly 
3 Fortnightly 
4 Monthly 
5 Annually or less 
6 Only happened once 
7 Never been beaten or hit 
Q- 7 Have you ever experienced physical violence in any previous 
relationships?(Please circle one answer) 
1 No previous relationship 
2 No never 
3 One previous relationship 
4 Two previous relationships 
5 Three or more previous relationships 
Q-8 When you are worried about something or have something on your mind do you 
have someone you can talk to? (Please circle one answer) 
1 Yes 
2 No 
Q-9 Do you feel that you get enough emotional support? (Please circle one answer) 
1 Yes 
2 No 
3 Usually 
Q-1 O How many serious relationships have you had with someone who has had a 
drinking problem? (Please circle one answer) 
1 None 
2 One relationship 
3 Two previous relationships 
4 Three or more previous relationships 
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Q-11 The next series of questions are about your partner's attitudes towards you. 
If you are NOT in a relationship at the moment please answer these questions about the 
person who you feel is closest to you. Please answer all questions as they relate to 
your partner. 
* Please specify who you are answering the following questions about (eg., my 
partner, female friend etc) 
Is very considerate of me VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Wants me to take his/her side in an argument VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Wants to know exactly what I'm doing and VERY MODERATELY SOMEWHAT NOTAT 
where I am 1RUE 1RUE 1RUE ALL 1RUE 
Is a good companion VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Is affectionate to me VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Is clearly hurt if I don't accept his/her views VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL1RUE 
Tends to try to change me VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Confides closely in me VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Tends to criticise me over small issues VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Understands my problems & worries VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Tends to order me about VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Insists I do exactly as I'm told VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Is physically gentle and considerate VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Makes me feel needed VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Wants me to change in small ways VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Is very loving to me VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Seeks to dominate me VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
Is fun to be with VERY MODERATELY SOMEWHAT NOTAT 
1RUE 1RUE 1RUE ALL 1RUE 
247 
Wants to change me in big ways VERY MODERATELY SOMEWHAT NITT AT 
1RUE 1RUE 1RUE ALL 1RUE 
Tends to control everything I do VERY MODERATELY SOMEWHAT NITT AT 
1RUE 1RUE 1RUE ALL 1RUE 
Shows his/her appreciation of me VERY MODERATELY SOMEWHAT NITT AT 
1RUE 1RUE 1RUE ALL 1RUE 
Is critical of me in private VERY MODERATELY SOMEWHAT NITT AT 
1RUE 1RUE 1RUE ALL 1RUE 
Is gentle and kind to me VERY MODERATELY SOMEWHAT NITT AT 
1RUE 1RUE 1RUE ALL 1RUE 
Speaks to me in a warm and friendly voice VERY MODERATELY SOMEWHAT NITTAT 
1RUE 1RUE 1RUE ALL 1RUE 
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The following questions are about your sexual behaviour. These questions are personal. I remind you 
that your answers are completely confidential and no-one can identify you in any way. 
Q-1 Do you have sex with? (Please circle one answer) 
1 Men only 
2 Men and women 
3 Women only 
4 No-one 
Q-2 Have you ever been pregnant? (Please circle one answer) 
1 Yes 
2 No (Please go to question-5) 
Q-3 How many pregnancies have you had that have led to? (Please indicate number 
and age for each answer) 
Number Age first happened 
1 Live births ---------- age in years 
2 Miscarriages -------- age in years 
3 Abortions ---------- age in years 
4 Still Births ___ age in years 
Q-4 Have you ever given any of your children up for adoption? (Please circle one 
answer) 
1 Yes 
2 No 
Q-5 How interested would you generally say you are in sex? (Please circle one 
answer) 
1 Very 
2 Moderately 
3 Neither interested nor disinterested 
4 Not a lot 
5 Not at all 
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Q-6 How would you rate your sexual satisfaction generally? (Circle the number which 
best indicates where you fit along the line) 
Completely satisfied 1 2 3 4 5 Completely dissatisfied 
Q-7 Do any of the following happen during sex? (Please circle Yes or No for each 
answer. If you never have sex please answer NA for not applicable) 
Pain/discomfort Yes No NA 
Past sexual issues come up Yes No NA 
Lack of orgasm Yes No NA 
Lack of sexual interest Yes No NA 
Lack of sexual arousal or pleasure Yes No NA 
Lack of lubrication Yes No NA 
Partner's lack of interest Yes No NA 
Q-8 Do you ever drink alcohol before sex? (Please circle one answer) 
1 Yes 
2 No (Please go to question-12) 
Q-9 How often do you drink alcohol before sex? (Please circle one answer) 
1 All sexual episodes ff possible 
2 Most of the time 
3 Sometimes 
4 A few times 
Q-1 O What are the main reasons you drink alcohol before sex? (Please circle all 
important answers) 
1 Helps me relax 
2 Makes me feel sexier 
3 Helps me to forget what I'm doing 
4 Makes me feel more confident 
5 Makes sex more enjoyable 
6 Other (Please specify .............................................................................. ) 
Q-11 How important is drinking alcohol to you before you have sex? (Please circle the 
number which best indicates where you fit along the line) 
Very Important 1 2 3 4 5 Not at all important 
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Q-1 2 The following questions ask about your views and beliefs about alcohol in 
sexual situations. Please circle the statement which best describes your views for 
each question. 
EXAMPLE: If you thought that drinking alcohol made you more romantic you would 
circle STRONGLY AGREE. 
I am more romantic when I drink 
Drinking makes me more sexually 
responsive 
I often feel sexier after I've been drinking 
Drinking alcohol makes me think 
more about sex 
STRONGLY 
DISAGREE 
STRONGLY 
DISAGREE 
STRONGLY 
DISAGREE 
STRONGLY 
DISAGREE 
DISAGREE 
DISAGREE 
DISAGREE 
DISAGREE 
NEITHER 
AGREE NOR 
DISAGREE 
NEITHER 
AGREE NOR 
DISAGREE 
NEITHER 
AGREE NOR 
DISAGREE 
NEITHER 
AGREE NOR 
DISAGREE 
AGREE 
AGREE 
AGREE 
AGREE 
STRONGLY 
AGREE 
STRONGLY 
AGREE 
STRONGLY 
AGREE 
STRONGLY 
AGREE 
Drinking alcohol removes most thoughts STRONGLY 
of sex from my mind DISAGREE 
DISAGREE NEITHER AGREE STRONGLY 
AGREE NOR AGREE 
Drinking helps me openly express love 
and affection 
I enjoy having sex more if I've had some 
alcohol 
I tend to avoid sex if I've been drinking 
STRONGLY 
DISAGREE 
STRONGLY 
DISAGREE 
STRONGLY 
DISAGREE 
DISAGREE 
DISAGREE 
DISAGREE 
NEITHER 
AGREE NOR 
DISAGREE 
NEITHER 
AGREE NOR 
DISAGREE 
AGREE 
AGREE 
STRONGLY 
AGREE 
STRONGLY 
AGREE 
DISAGREE NEITHER AGREE STRONGLY 
AGREE NOR AGREE 
DISAGREE 
I lose most feelings of sexual interest after STRONGLY 
I've been drinking DISAGREE 
DISAGREE NEITHER AGREE STRONGLY 
AGREE NOR AGREE 
DISAGREE 
Q-1 3 Since the age of 16 years have you ever had vaginal or anal sex that involved 
any of the following? (Please circle never, once or more than once for each answer and 
give your age when this first happened to you as an adult ) 
Other person using their weight or size 
to immobilise you or hold you down 
Threat of violence 
Actual Violence eg., hitting, throwing, 
using a weapon etc 
NEVER ONCE MORE THAN 
ONCE 
NEVER ONCE MORE THAN 
ONCE 
NEVER ONCE MORE THAN 
ONCE 
_____ age inyears 
_____ age in years 
_____ age in years 
Q-1 4 Since you were 16 years old how many different people has this happened 
with? (Please circle one answer) 
1 Never happened to me 
2 One person 
3 Two people 
4 Three people 
5 Four people 
6 Five people 
7 More than 5 people 
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It is now generally realised that some women, when they were children or adolescents, had a sexual 
experience with an adult or someone older than themselves. By sexual, I mean behaviours ranging from 
someone exposing their genitals to having intercourse. These experiences may have involved a relative, a 
friend of the family, or a stranger. Some experiences are very upsetting and painful while others are not. 
Again, if you find this too upsetting you do not have to answer these questions, but I remind you that your 
answers are completely confidential and very important. 
If you feel distressed or would like to discuss any issues these questions might raise 
for you please ring Lifeline on 131114 24 hours a day anywhere in Australia for help 
and assistance. 
Q-1 Have any of the following sexual experiences happened to you before you turned 
16 years of age? If you answer yes to once or more than once, please give your age (the first time this 
happened) and the age or approximate age of the other person the first time this happened to you. 
•Someone exposed themselves (their NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
genitals) to me ONCE 
•Someone masturbated in front of me NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
ONCE 
•Someone tried to sexually arouse me NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
ONCE 
~Som~one touched or fondled my body, NEVER ONCE MORE YOUR AGE THEIR AGE 
including my breasts or genitals 
THAN 
ONCE 
•Someone made me arouse them, or touch NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
their body in a sexual way ONCE 
•Someone rubbed their genitals against my NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
body in a sexual way ONCE 
•Someone touched my genitals with their 
NEVER ONCE MORE YOUR AGE THEIR AGE 
THAN 
mouth ONCE 
•Someone made me touch their genitals NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
with my mouth ONCE 
•Someone tried to have intercourse with NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
me ONCE 
•Someone had intercourse with me NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
ONCE 
•Someone tried to have anal intercourse NEVER ONCE MORE YOUR AGE THEIR AGE 
with me 
THAN 
ONCE 
•Someone had anal intercourse with me NEVER ONCE MORE YOUR AGE THEIR AGE THAN 
ONCE 
•Did you have any other sexual NEVER ONCE MORE YOUR AGE THEIR AGE 
e~periences involving a relative, family 
THAN 
ONCE 
friend or stranger? 
If you have answered YES to any of the above questions please go to the next 
page of the questionnaire. If you have answered NO to ALL of the above please 
go to the last page of the questionnaire. Thank you. 
252 
If you have answered YES to any of the above sexual experiences I would like to ask you the following 
questions for each sexual experience with a different person that you experienced before you 
turned 16 years of age. I would like you to answer for each different person starting with Person 1 then 
going to person 2, person 3 etc depending on how many sexual experiences with different people you have 
had before the age of 16 years. 
PERSON NUMBER 1 
Q-1 What type of behaviours took place 
during this sexual experience? 
(Please circle more than one experience if 
appropriate) 
Q-2 How old were you when this first 
happened? 
(Please give your age when this first started) 
Q-3 How many times did it happen? 
(Please circle one answer) 
Q-4 How often did this occur? 
(Please circle one answer) 
Q-5 How old was the person when this first 
happened? 
(Please specify age or approximate age at time) 
Q-6 What was the sex of the person? 
(Please circle one answer) 
1 Exposed themselves to me 
2 Masturbated in front of me 
3 Tried to sexually arouse me 
4 Touched or fondled my body, inc. breasts or 
genitals 
5 Made me arouse them or touch their body in sexual 
way 
6 Rubbed their genitals against my body 
7 Touched my genitals with their mouth 
8 Made me touch their genitals with my mouth 
9 Tried to have intercourse 
10 Had intercourse with me 
11 Tried to have anal intercourse 
12 Had anal intercourse 
13 Other (please specify .................................... ) 
Age _______ years 
1 Once 
2 2 - 5 times 
3 6 - 10 times 
4 More than 10 times 
1 Once 
2 Daily 
3 Weekly 
4 Fortnightly 
5 Monthly 
6 Annually or less 
Age _______ (years) 
1 Male 
2 Female 
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Q- 7 What was the relationship of the 
person to you? 
(Please circle one answer) 
Q - 8 When something like this happens adults 
often use their power to get you to go along with 
them. Did the person say or do any of the 
following to make you go along with them? 
(Please circle more than one experience if 
appropriate) 
Q- 9 Was the experience unwanted, 
distressing or upsetting to you? 
(Please circle one answer) 
Q-1 O Did you do anything to stop or minimise 
the experience? 
(Please circle more than one experience if 
appropriate) 
Q-11 Did it have any effect? 
(Please circle one answer) 
Q-12 How old were you when the experience 
stopped? 
(Please give your age when this stopped 
entirely) 
a -1 3 What made it stop? 
(Please write your answer) 
1 Father 
2 Mother 
3 Grandparent 
4 Step-parent 
5 Adoptive parent 
6 Foster parent 
7 Aunt/Uncle 
8 Brother/sister 
9 Stepbrother or step sister 
10 Cousin 
11 Friend 
12 Parents friend 
13 Neighbour 
14 Stranger 
15 Other (please specify .................................... ) 
1 No, nothing 
2 Talked me into it 
3 Threatened to tell on me 
4 Said they wouldn't love me 
5 Threatened to hurt me 
6 Tricked or deceived me 
7 Frightened me 
8 Hit, pushed or physically restrained me 
9 Drugged me 
10 Other (please specify ............................. :.~ 
1 Yes 
2 No 
1 Nothing (Please Go to question-12) 
2 Talked 
3 Fought back 
4 Screamed, pleaded 
5 Ran away 
6 Numbed, spaced out, left body 
7 Tried to tell someone 
8 Avoided the person 
9 Other (Please specify ......................... .... ....... ) 
1 No 
2 Reduced it 
3 Stopped it 
4 Made it worse 
Age when stopped _____ years 
······································································· 
······································································· 
······································································· 
······································································· 
······································································ 
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Q-1 4 How would you best describe your 
reaction at the time of the experience? 
(Please circle the feeling that best describes 
your reaction at the time) 
Q-1 5 Did you ever tell anyone about the 
experience? 
(Please circle one answer) 
Q-16 When did you tell them? 
(Please circle one answer) 
Q-17 Who did you tell? 
(Please circle more than one answer if 
appropriate) 
Q-18 How did they react? 
(Please circle one answer) 
Q-1 9 Did telling someone put a stop to the 
incidents? 
(Please circle one answer) 
Q - 2 O If you did not tell anyone did you want 
to tell someone? 
(Please circle one answer) 
Q- 21 What stopped you from telling 
someone? 
(Please circle one answer) 
1 No strong feelings 
2 Disgust 
3 Fear 
4 Shock 
5 Confusion 
6 Surprise 
7 Interest 
8 Pleasure 
9 Helplessness 
10 Shame 
11 Other (please specify .. .. .... ... .. .. ............ ......... ) 
1 No (Please go to question-201 
2 Yes 
3 Tried, but not successful (Please go to qu-201 
1 Atthetime 
2 Up to a year later 
3 1-3 years later 
4 4-1 O years later 
5 Over 1 O years later 
1 Mother 
2 Father 
3 Otheradult 
4 Brother/sister 
5 Friend 
6 Doctor 
7 Police 
8 Helping agency 
9 Other (Please specify .... .. ............................. ) 
1 Believed and supported 
2 Believed but not supported 
3 Not believed 
4 Blamed or punished 
5 Ignored me 
6 Concerned with their own feelings 
7 Other (please specify ................................... ) 
1 Yes 
2 No 
3 I stopped it 
1 Yes 
2 No 
3 I told someone (Please go to question-22) 
1 Didn1 bother me at the time 
2 Didn1 think they would help or believe me 
3 Thought they would say it was my fault 
4 Embarrassment/shame 
5 Frightened of what would happen to the person 
6 Didn1 want to upset them 
7 Other (please specify ................................... ) 
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Q- 2 2 At the time of the sexual experience 
who did you think was responsible? 
(Please circle one answer) 
Q - 2 3 Have your views about who was 
responsible changed over time? 
(Please circle one answer) 
Q-2 4 Do you think you have suffered any 
long term effects? 
(Please circle no more than three answers) 
1 Myself 
2 The other person 
3 Other (please specify ............................. ) 
1 Yes if yes, in what way? ........................ . 
2 No .. .... .. ..... ........ ... ........... .... .. . 
1 
2 
Yes 
No 
If Yes please specify -
1 Sexual problems 
2 Fear of men 
3 Distrust 
4 Low self-esteem 
5 Alcohol problems 
6 Drug problems 
7 Depression 
8 Eating problems 
9 Other (please specify 
...... ..... .. ...... .... .............. .. .. ................. ........... ) 
Q-25 Did you ever receive any counselling 11 
following the incident? 2 
Yes 
No (Please go to question-27) 
(Please circle one answer) 
Q-26 Did you find the counselling helpful? 
(Please circle one answer) 
Q- 2 7 Have you experienced nightmares or 
flashbacks since this incident? 
(Please circle one answer) 
Q - 2 8 How often do you have nightmares or 
flashbacks? 
(Please circle one answer) 
Q - 2 9 How old were you when the nightmares 
or flashbacks started? 
1 
2 
3 
1 
2 
1 
2 
3 
4 
5 
6 
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Yes 
No 
Somewhat 
Yes 
No (Please go to question-30) 
Daily 
Weekly 
Fortnightly 
Monthly 
Few times a year 
Rarely 
Age _ ___ (years) 
Q-30 Have you always remembered this 
sexual experience? 
(Please circle one answer) 
1 Yes 
2 No - If No-
How old were you when you first 
remembered? _____ ( years) 
What triggered your memory of this sexual 
experience? 
................... .. ........... ... ........ ............................ 
If you have not had any other sexual experiences before the age of 16 other than the one described above 
please go the last page of the questionnaire. 
If you have had another sexual experience with a different person to the one described above please fill 
out the following questions about that experience with Person Number Two. 
PERSON NUMBER TWO 
Q-1 What type of behaviours took place 
during this sexual experience? 
(Please circle more than one experience if 
appropriate) 
Q-2 How old were you when this first 
happened? 
(Please give your age when this first started) 
Q-3 How many times did it happen? 
(Please circle one answer) 
1 Exposed themselves to me 
2 Masturbated in front of me 
3 Tried to sexually arouse me 
4 Touched or fondled my body, inc. breasts or 
genitals 
5 Made me arouse them or touch their body in sexual 
way 
6 Rubbed their genitals against my body 
7 Touched my genitals with their mouth 
8 Made me touch their genitals with my mouth 
9 Tried to have intercourse 
10 Had intercourse with me 
11 Tried to have anal intercourse 
12 Had anal intercourse 
13 Other (please specify ............ ........................ ) 
Age ______ years 
1 Once 
2 2- 5 times 
3 6 - 10 times 
4 More than 1 O times 
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Q-4 How often did this occur? 
(Please circle one answer) 
Q-5 How old was the person when this first 
happened? 
(Please specify age or approximate age at time) 
Q-6 What was the sex of the person? 
(Please circle one answer) 
Q- 7 What was the relationship of the 
person to you? 
(Please circle one answer) 
Q - 8 When something like this happens adults 
often use their power to get you to go along with 
them. Did the person say or do any of the 
following to make you go along with them? 
(Please circle more than one experience if 
appropriate) 
Q -9 Was the experience unwanted, 
distressing or upsetting to you? 
(Please circle one answer) 
Q-1 O Did you do anything to stop or minimise 
the experience? 
(Please circle more than one experience if 
appropriate) 
1 Once 
2 Daily 
3 Weekly 
4 Fortnightly 
5 Monthly 
6 Annually or less 
Age _______ (years) 
1 Male 
2 Female 
1 Father 
2 Mother 
3 Grandparent 
4 Step-parent 
5 Adoptive parent 
6 Foster parent 
7 Aunt/Uncle 
8 Brother/sister 
9 Stepbrother or step sister 
10 Cousin 
11 Friend 
12 Parents friend 
13 Neighbour 
14 Stranger 
15 Other (please specify .................... ................ ) 
1 No, nothing 
2 Talked me into it 
3 Threatened to tell on me 
4 Said they wouldn 't love me 
5 Threatened to hurt me 
6 Tricked or deceived me 
7 Frightened me 
8 Hit, pushed or physically restrained me 
9 Drugged me 
10 Other (please specify ...... ... .. ........... .... .. ... ) 
1 Yes 
2 No 
1 Nothing (Please Go to question-12} 
2 Talked 
3 Fought back 
4 Screamed, pleaded 
5 Ran away 
6 Numbed, spaced out, left body 
7 Tried to tell someone 
8 Avoided the person 
9 Other (Please specify .... ................................ ) 
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Q -11 Did it have any effect? 
(Please circle one answer) 
Q-12 How old were you when the experience 
stopped? 
(Please give your age when this stopped 
entirely) 
a -1 3 What made it stop? 
(Please write your answer) 
Q-14 How would you best describe your 
reaction at the time of the experience? 
(Please circle the feeling that best describes 
your reaction at the time) 
Q-15 Did you ever tell anyone about the 
experience? 
(Please circle one answer) 
Q-1 6 When did you tell them? 
(Please circle one answer) 
Q-17 Who did you tell? 
(Please circle more than one answer if 
appropriate) 
Q-18 How did they react? 
(Please circle one answer) 
1 No 
2 Reduced it 
3 Stopped it 
4 Made it worse 
Age when stopped _____ years 
·· ··· ···· ······· ······ ··· ····· ···· ······ ···· ··········· ········ ·· ·· ···· 
···· ········ ··· ··· ·· ··· ·· ··· ······ ······ ·················· ······· ····· · 
1 No strong feelings 
2 Disgust 
3 Fear 
4 Shock 
5 Confusion 
6 Surprise 
7 Interest 
8 Pleasure 
9 Helplessness 
10 Shame 
11 Other (please specify .............. ...... ...... .. .... ... . ) 
1 No (Please go to question-201 
2 Yes 
3 Tried , but not successful (Please go to qu-20} 
1 At the time 
2 Up to a year later 
3 1-3 years later 
4 4-1 0 years later 
5 Over 1 0 years later 
1 Mother 
2 Father 
3 Otheradult 
4 Brother/sister 
5 Friend 
6 Doctor 
7 Police 
8 Helping agency 
9 Other (Please specify .... .... ...... ......... ...... ... ... ) 
1 Believed and supported 
2 Believed but not supported 
3 Not believed 
4 Blamed or punished 
5 Ignored me 
6 Concerned with their own feelings 
7 Other (please specify ... ............... ........ ..... .... ) 
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Q-1 9 Did telling someone put a stop to the 
incidents? 
(Please circle one answer) 
a- 2 O If you did not tell anyone did you want 
to tell someone? 
(Please circle one answer) 
a -21 What stopped you from telling 
someone? 
(Please circle one answer) 
Q - 2 2 At the time of the sexual experience 
who did you think was responsible? 
(Please circle one answer) 
Q- 2 3 Have your views about who was 
responsible changed over time? 
(Please circle one answer) 
Q- 2 4 Do you think you have suffered any 
long term effects? 
(Please circle no more than three answers) 
1 Yes 
2 No 
3 I stopped it 
1 Yes 
2 No 
3 I told someone (Please go to question-22) 
1 Didn1 bother me at the time 
2 Didn1 think they would help or believe me 
3 Thought they would say it was my fault 
4 Embarrassment/shame 
5 Frightened of what would happen to the person 
6 Didn1 want to upset them 
7 Other (please specify ................................... ) 
1 Myself 
2 The other person 
3 Other (please specify ............................. ) 
1 Yes if yes, in what way? ........................ . 
2 No ......................................... . 
1 
2 
Yes 
l\b 
If Yes please specify -
1 Sexual problems 
2 Fear of men 
3 Distrust 
4 Low self-esteem 
5 Alcohol problems 
6 Drug problems 
7 Depression 
8 Eating problems 
9 Other (please specify 
..................................................................... ) 
Q-2 5 Did you ever receive any counselling 11 
following the incident? 2 
Yes 
No (Please go to question-27) 
(Please circle one answer) 
Q-26 Did you find the counselling helpful? 
(Please circle one answer) 
Q- 2 7 Have you experienced nightmares or 
flashbacks since this incident? 
(Please circle one answer) 
1 
2 
3 
1 
2 
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Yes 
l\b 
Somewhat 
Yes 
No (Please go to question-30) 
Q- 2 8 How often do you have nightmares or 
flashbacks? 
(Please circle one answer) 
Q - 2 9 How old were you when the nightmares 
or flashbacks started? 
Q-3 O Have you always remembered this 
sexual experience? 
(Please circle one answer) 
1 
2 
3 
4 
5 
6 
1 
Daily 
Weekly 
Fortnightly 
Monthly 
Few times a year 
Rarely 
Age ____ (years) 
Yes 
2 No - If No -
How old were you when you first 
remembered? _____ ( years) 
What triggered your memory of this sexual 
experience? 
If you have not had any other sexual experiences before the age of 16 other than the two described above 
please go the last page of the questionnaire. Thank you. 
If you have had another sexual experience with a different person to the ones described above please 
fill out the following questions about that experience with Person Number Three. 
PERSON NUMBER THREE 
Q -1 What type of behaviours took place 
during this sexual experience? 
(Please circle more than one experience if 
appropriate) 
Q-2 How old were you when this first 
happened? 
(Please give your age when this first started) 
1 Exposed themselves to me 
2 Masturbated in front of me 
3 Tried to sexually arouse me 
4 Touched or fondled my body, inc. breasts or 
genitals 
5 Made me arouse them or touch their body in sexual 
way 
6 Rubbed their genitals against my body 
7 Touched my genitals with their mouth 
8 Made me touch their genitals with my mouth 
9 Tried to have intercourse 
10 Had intercourse with me 
11 Tried to have anal intercourse 
12 Had anal intercourse 
13 Other (please specify ................ .................... ) 
Age _______ years 
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Q-3 How many times did it happen? 
(Please circle one answer) 
Q-4 How often did this occur? 
(Please circle one answer) 
Q-5 How old was the person when this first 
happened? 
(Please specify age or approximate age at time) 
Q-6 What was the sex of the person? 
(Please circle one answer) 
Q- 7 What was the relationship of the 
person to you? 
(Please circle one answer) 
Q - 8 When something like this happens adults 
often use their power to get you to go along with 
them. Did the person say or do any of the 
following to make you go along with them? 
(Please circle more than one experience if 
appropriate) 
Q - 9 Was the experience unwanted, 
distressing or upsetting to you? 
(Please circle one answer) 
1 Once 
2 2 - 5 times 
3 6 - 10 times 
4 More than 1 O times 
1 Once 
2 Daily 
3 Weekly 
4 Fortnightly 
5 Monthly 
6 Annually or less 
Age _______ (years) 
1 Male 
2 Female 
1 Father 
2 Mother 
3 Grandparent 
4 Step-parent 
5 Adoptive parent 
6 Foster parent 
7 Aunt/Uncle 
8 Brother/sister 
9 Stepbrother or step sister 
10 Cousin 
11 Friend 
12 Parents friend 
13 Neighbour 
14 Stranger 
15 Other (please specify ........... .............. .. ......... ) 
1 No, nothing 
2 Talked me into it 
3 Threatened to tell on me 
4 Said they wouldn't love me 
5 Threatened to hurt me 
6 Tricked or deceived me 
7 Frightened me 
8 Hit, pushed or physically restrained me 
9 Drugged me 
1 O Other (please specify .......................... ..... ) 
1 Yes 
2 No 
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Q-10 Did you do anything to stop or minimise 
the experience? 
(Please circle more than one experience if 
appropriate) 
Q-11 Did it have any effect? 
(Please circle one answer) 
Q-12 How old were you when the experience 
stopped? 
(Please give your age when this stopped 
entirely) 
a -1 3 What made it stop? 
(Please write your answer) 
Q-14 How would you best describe your 
reaction at the time of the experience? 
(Please circle the feeling that best describes 
your reaction at the time) 
Q-15 Did you ever tell anyone about the 
experience? 
(Please circle one answer) 
Q-16 When did you tell them? 
(Please circle one answer) 
1 Nothing (Please Go to question-12) 
2 Talked 
3 Fought back 
4 Screamed, pleaded 
5 Ran away 
6 Numbed, spaced out, left body 
7 Tried to tell someone 
8 Avoided the person 
9 Other (Please specify .................................... ) 
1 No 
2 Reduced it 
3 Stopped it 
4 Made it worse 
Age when stopped _ ____ years 
....... .. .. .. ... ......................... .................. ....... ..... .. . 
1 No strong feelings 
2 Disgust 
3 Fear 
4 Shock 
5 Confusion 
6 Surprise 
7 Interest 
8 Pleasure 
9 Helplessness 
10 Shame 
11 Other (please specify .... .................... .. ...... .. .. ) 
1 No (Please go to question-201 
2 Yes 
3 Tried, but not successful (Please go to qu-201 
1 Atthetime 
2 Up to a year later 
3 1-3 years later 
4 4-1 O years later 
5 Over 1 O years later 
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Q-17 Who did you tell? 
(Please circle more than one answer if 
appropriate) 
Q-18 How did they react? 
(Please circle one answer) 
Q -1 9 Did telling someone put a stop to the 
incidents? 
(Please circle one answer) 
Q - 2 0 If you did not tell anyone did you want 
to tell someone? 
(Please circle one answer) 
Q - 21 What stopped you from telling 
someone? 
(Please circle one answer) 
Q - 2 2 At the time of the sexual experience 
who did you think was responsible? 
(Please circle one answer) 
Q- 2 3 Have your views about who was 
responsible changed over time? 
(Please circle one answer) 
Q - 2 4 Do you think you have suffered any 
long term effects? 
(Please circle no more than three answers) 
1 Mother 
2 Father 
3 Otheradult 
4 Brother/sister 
5 Friend 
6 Doctor 
7 Police 
8 Helping agency 
9 Other (Please specify ................................... ) 
1 Believed and supported 
2 Believed but not supported 
3 Not believed 
4 Blamed or punished 
5 Ignored me 
6 Concerned with their own feelings 
7 Other (please specify ................................... ) 
1 Yes 
2 No 
3 I stopped it 
1 Yes 
2 No 
3 I told someone (Please go to question-2:2) 
1 Didn1 bother me at the time 
2 Didn1 think they would help or believe me 
3 Thought they would say it was my fault 
4 Embarrassment/shame 
5 Frightened of what would happen to the person 
6 Didn1 want to upset them 
7 Other (please specify ................................... ) 
1 Myself 
2 The other person 
3 Other (please specify ............................. ) 
1 Yes if yes, in what way? ........................ . 
2 No ......................................... . 
1 
2 
Yes 
No 
If Yes please specify -
1 Sexual problems 
2 Fear of men 
3 Distrust 
4 Low self-esteem 
5 Alcohol problems 
6 Drug problems 
7 Depression 
8 Eating problems 
9 Other (please specify 
..................................................................... ) 
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Q-25 Did you ever receive any counselling 
following the incident? 
(Please circle one answer) 
Q-26 Did you find the counselling helpful? 
(Please circle one answer) 
Q-27 Have you experienced nightmares or 
flashbacks since this incident? 
(Please circle one answer) 
Q- 2 8 How often do you have nightmares or 
flashbacks? 
(Please circle one answer) 
Q - 2 9 How old were you when the nightmares 
or flashbacks started? 
Q- 3 O Have you always remembered this 
sexual experience? 
(Please circle one answer) 
1 
2 
1 
2 
3 
1 
2 
1 
2 
3 
4 
5 
6 
1 
Yes 
No (Please go to question-27) 
Yes 
No 
Somewhat 
Yes 
No (Please go to question-30) 
Daily 
Weekly 
Fortnightly 
Monthly 
Few times a year 
Rarely 
Age _____ (years) 
Yes 
2 No - If No -
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How old were you when you first 
remembered? _____ ( years) 
What triggered your memory of this sexual 
experience? 
If there is anything else you would like to tell me please do so in the space provided below or on a 
separate sheet of paper. I would be especially interested in hearing how you felt about answering 
the questions on childhood sexual experiences. Please note that you can phone Lifeline on 
131114 24 hours a day from any where in Australia to speak to a trained counsellor about any 
issues this survey may have raised for you . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
I deeply appreciate your time and effort in filling out this questionnaire. 
Thank you. 
The information you have given will be extremely helpful in understanding 
women's alcohol use. I emphasis again that the information you have provided is 
confidential. 
If you would like to ask me anything about this survey or receive a copy of the 
results please feel free to phone (06 2495611) or write to me at the address 
given in the cover letter. 
Please place the questionnaire in the envelope provided and post it. 
You do ruu need a stamp. 
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THE A USTRALIAN 
N ATIO NAL U NIVERSITY 
ACT 0200 Ausrralia 
Telephone 06 249 2378 
Facs imile 06 249 074 0 
-
Last week a questionnaire asking about your family background, sexual experiences and relationships was mailed 
to you. 1bis was the second questionnaire in the study looking at women and alcohol. 
If you have already completed and returned it to me please accept my sincere thanks. If not, please do so today. 
I appreciate that it asks alot of sensitive questions and will take some time to complete. Because it has been sent 
to only a small, but representative sample of Australian women, it is extremely important that yours also be 
included in the study if the results are to accurately represent all Australian women. 
If by some chance you did not receive the questionnaire, or it got misplaced, please call me (06 2495611) and I 
will get another one in the mail to you today. 
Sincerely 
N ATIONAL CENTRE FOR EPIDEM IOLOGY AND POPULATION H EALTH 
J~~j 
Jillian Fleming 
Researcher 
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C.9 Questionnaire 2 -second follow-up letter 
About three weeks ago I wrote to you asking if you could fill out the second and final 
questionnaire in the study looking at women and alcohol. I have not yet received your 
completed questionnaire. If you have recently sent it I would like to thank you very 
much .. 
I am undertaking this research project in order to get a better understanding of the causes 
of alcohol abuse in order to help women in the future. In order for the results of the study 
to truly represent the views of Australian women it is important that each person selected 
return their questionnaire. The information that you provide will be strictly confidential. 
I appreciate that many of the questions are of a sensitive and personal nature, however I 
urge you to complete this questionnaire and return it to me. 
In case you have misplaced your questionnaire, a replacement is enclosed. 
Your cooperation is greatly appreciated. 
I would be most happy to answer any questions you might have. Please write or phone. 
My telephone number is (06) 2495611. 
Yours sincere! y 
Jillian Fleming 
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Appendix D Weighting Procedure Used in Chapter 6 
Table 0.1: Data used to determine weighting for Chapter 6 
Cases Controls Total 
Total Returns Questionnaire 1 186 3772 3958 
Total Questionnaire 2 sent out 184 910 1094 
Total Returns Questionnaire 2 124 586 710 
Table 0.2: Weighting applied to data analyses in Chapter 6 
cases 
controls 
(186/124)(710/3958) = 0.2690752 
(3772/586)(710/3958) = 1.154667 
rounded to 0.27 
rounded to 1. 15 
do if (control=l) then compute w=(186/124)(710/3958) = 0.2690 
else compute w = (3772/586)(710/3958) = 1.154666 
D.1 Comparison of unweighted and weighted data 
The following table outline data from Table 4.7 (unweighted demographic 
data) and the corresponding weighted data in Table 6.4 (weighted 
demographic data). 
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Table D.3: Unweighted demographic data (Table 4.7) and recalculated weighted 
demographic data used in Chapter 6 (Table 6.4) 
Demographic Table 4.7 cases cases by controls controls by Total weighted Table 6.4 
(n) (n) 0.269075 (n) l.154667 cases+controls (n) 
Age 17-24 108 46 12.37745 62 71.58935 83.97 84 
Group 25-34 174 27 7.265030 147 169.7360 177.00 177 
35-44 201 33 8.879481 168 193.9840 202.86 203 
45-54 129 9 2.421676 120 138.5600 140.98 141 
55 -64 66 5 1.345376 61 70.43468 71.78 72 
65 and over 30 4 l.076300 26 30.02134 31.10 31 
Missing 2 0 0 2 2.309334 2.31 
Country Australia 600 113 30.40549 487 562.3228 592.73 593 
Birth Other 104 11 2.959827 93 107.3840 110.34 110 
Missing 6 0 0 6 6.928002 6.93 
English Yes 675 118 31.75087 557 643.1495 674.90 
No 35 6 l.614451 29 33.48534 35.10 
Employ- Full-time 250 54 14.53006 196 226.3147 240.84 241 
ment Part-time 177 23 6.188729 154 177.8187 184.01 184 
Status Home- 200 23 6.188729 177 204.3760 210.56 243 + 
Student 48 15 4.036128 33 38.10401 42.14 42 -
Unemploye 35 9 2.421676 26 30.02134 32.44 
Marital Never 155 54 14.53006 101 116.6213 131.15 131 
Status Married 451 49 13.18468 402 464.1761 477.36 477 
De-facto 43 12 3.228902 31 35.79467 39.02 39 
Sep/not 21 5 1.345376 16 18.47467 19.82 20 
Divorced 26 3 0.807225 23 26.55734 27.36 27 
Widowed 14 1 0.269075 13 15.01067 15.28 15 
Children Yes 484 53 14.26098 431 497.6614 511.92 512 
No 221 71 19.10433 150 173.2000 192.30 192 
Missing 5 0 0 5 5.773335 5.77 
Highest Post 16 2 0.538150 14 16.16533 16.70 100 + 
qualific- Bachelor 81 11 2.959827 70 80.82669 83.79 
ation Non degree 61 10 2.690752 51 58.88801 61.58 130 + 
Trade 21 7 1.883526 14 16.16533 18.05 101 + 
Registered 29 3 0.807225 26 30.02134 30.83 52 + 
Enrolled 21 4 1.076300 17 19.62933 20.71 
Sec/Busines 84 16 4.305203 68 78.51735 82.82 
Certificate 70 14 3.767052 56 64.66135 68.43 
No formal 322 56 15.06821 266 307.1414 322.21 325 + 
Other 3 1 0.269075 2 2.309334 2.58 
Missing 2 0 0 2 2.309334 2.31 
occup- Managers 51 8 2.152601 43 49.65068 51.80 
ational Professional 96 13 3.497977 83 95.83736 99.34 
status Para- 31 7 l.883526 24 27.71200 29.60 
Trades 19 4 1.076300 15 17.32000 18.40 
Clerks 120 23 6.188729 97 112.0026 118.19 
Sales 100 26 6.995955 74 85.44535 92.44 
Plant 3 1 0.269075 2 2.309334 2.58 
Labourers 35 6 1.614451 29 33.48534 35.10 
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